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ABSTRACT

A HELIX OF ANXIETY: A QUALITATIVE ANALYSIS OF THE PERSONAL EXPERIENCES
OF INDIVIDUALS WITH HEALTH ANXIETY

Bulut, Burcu Pinar
Ph.D., Department of Psychology
Supervisor: Prof. Dr. Ozlem Bozo Ozen

October 2019, 140 pages

The mind-body problem dates to old times. Hypochondria is at the center of the discussions
about the psyche-soma relationship since it appears that individuals have physical complaints
in the absence of “real” iliness. The current study aimed to explore how individuals having
hypochondriac complaints interact with their bodies and their experiences regarding the
believed illness or anxiety about the iliness. Furthermore, the way they establish a relationship
with others, especially with physicians, other healthcare professionals, and with whom they try
to get assurance was tried to be understood. Interpretative phenomenological analysis (IPA)
was used as a method since it offers a systematic approach to study the subjective
experiences of individuals by making a very detailed examination of a case. The fourteen
participants between 19-55 years old, who were living in Ankara, whose questionnaire scores
indicated high health anxiety and who also stated that they have anxiety about their health
were included in the study. The data of the study were collected via face to face semi-
structured interviews. As a result of the analyses of these interviews, four superordinate
themes emerged. ‘Causal attributions of health anxiety: loss at the core as an unsettled
matter’, ‘Being drawn into the vortex of the symptom’, ‘An endless call to an expert for naming
own experiences and eliminating uncertainty’, and ‘Every cloud has a silver lining: Benefits of
being/feeling ill’ were the themes. These themes and the clinical implications of the findings

were discussed in the light of the literature.

Keywords: Hypochondria, Health Anxiety, Somatization, Interpretative Phenomenological

Analysis
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KAYGI SARMALI: SAGLIK KAYGISI OLAN BIREYLERIN KiSISEL DENEYIMLERININ
NITEL BIR INCELEMESI

Bulut, Burcu Pinar
Doktora, Psikoloji Bolim{

Tez Yoneticisi: Prof. Dr. Ozlem Bozo Ozen

Ekim 2019, 140 sayfa

Zihin-beden problemi eski zamanlara dayanmaktadir ve hem felsefenin hem de modern bilimin
alanina girmektedir. Hipokondriya, ruh-beden ikilemiyle ilgili tartismalarin merkezinde yer
almaktadir glinki bireylerin “gercek” bir hastaliklari olmasa dahi fiziksel sikayetleri vardir. Bu
calisma, hipokondriyak sikayetleri olan bireylerin bedenleriyle nasil iligki kurduklarini ve
kendilerinde oldugunu dusunduikleri hastaliga ya da hastalik kaygilarina iliskin deneyimlerini
arastirmayr amaglamistir. Ayrica, bu kisilerin diger kisilerle, 6zellikle de doktorlarla, diger
saglik profesyonelleriyle ve glvence aradiklari kisilerle nasil iliski kurduklari anlasiimaya
calisiimistir. Yorumlayici fenomenolojik analiz (YFA), bir olgunun ayrintili bir incelemesini
yaparak, bireylerin 6znel deneyimlerini incelemek icin sistematik bir yaklasim sundugu icin
arastirmanin yéntemi olarak kullaniimistir. Calismanin katihmcilari, 19-55 yaslar arasinda,
Ankara'da yasayan, anket puanlarina gére saglik kaygilari yiksek olan ve saglik kaygilarinin
yuksek oldugu kendileri tarafindan da rapor edilen 14 kisiden olugsmaktadir. Calismanin verileri
yari yapilandiriimis goérismelerle ylz yuze toplanmistir. Bu goérusmelerin analizleri
sonucunda, 'Saglk kaygisina yapilan nedensel atiflar: Halledilmemis bir mesele olarak kayip',
‘Semptomun girbadina suriiklenmek’, 'Deneyimlerini adlandirmasi ve belirsizligi ortadan
kaldirmasi igin bir uzmana yapilan sonsuz ¢agr’’ ve 'Her serde bir hayir vardir: Hasta
olmanin/hasta hissetmenin faydalarl' olmak Uzere doért tema ortaya ¢cikmistir. Bu temalar ve

bulgularin klinik dogurgulari ilgili literatur 1s1ginda tartisiimistir.

Anahtar Kelimeler: Hipokondriya, Saglik Kaygisi, Somatizasyon, Yorumlayici

Fenomenolojik Analiz
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CHAPTER 1

GENERAL INTRODUCTION

Argan: Why will you not believe that a man can cure another?
Beralde: For the simple reason, brother, that the springs of our
machines are mysteries about which men are as yet completely
in the dark, and nature has put too thick a veil before our eyes for
us to know anything about it.

Moliere, The Imaginary Invalid

The mind-body problem dates to old times and it remains in the scope of both philosophy and
modern science. The nature of mental processes and their relations with the body are the main
focus of the problem. Whether the mind and body are separate or different entities and if they
are separate, how they come together, and whether there is any interaction between them; if
they are not, then what the mind is, whether it is just a physical thing or something else are

some fundamental questions at the center of the discussions (Bunge, 2014).

Psychology as a discipline must also deal with the mind-body problem. In the historical
development of psychology, ideas about this problem changed and became varied. Initially,
the dominant view was monistic and according to this view, the only entity is the body.
Psychologists at that time took on the behaviorist approach that suggested all psychological
processes can be reduced to observable behaviors and physiological events. However, the
animal models remained incapable of explaining humans. Then, psychologists conversely
started to give importance only to the mind: “Everything is in your mind.” That was a monistic
approach as well. The followers did not deny the presence of physiological processes at all,
but they thought that psychological processes including emotions, cognitions, and desire were
determinants of behaviors and physiological processes. The third view accepted the dualism
of mind and body, yet they accepted these two as autonomously coexisting entities functioning
completely different from each other. In the fourth view, the interaction between mind and body
was pointed out and instead of naming them as structures, “system” was preferred to
emphasize their interaction. Lack of sleep or hunger, for instance, are some physical states
diminishing creativity and concentration and this shows that the body has an effect on the
mind. On the other hand, when an individual feels fear or anxiety, his/her heart rate increases,
or he/she sweats more and these physical symptoms exemplify the influence of the mind on

the body. The last view argued that mind and body constituted one unity but the attempts to
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name this unity as “psychophysics” do not meet the needs of a comprehensive construct
(Kreitler, 2018).

Although the interaction between mind and body has been accepted over time, in the
contemporary classification systems, mental and physical disorders are still differentiated from
each other. This kind of differentiation implies that physical illnesses have a different status
from mental illnesses and the emphasis has been made on the presence of “real” illness
(Kendell, 2001). At this point, hypochondria, becomes a challenge to that kind of classification,
since it appears that individuals have physical complaints in the absence of “real” iliness and
it settles down at the center of the discussions about the psyche-soma relationship (Wintrebert,
2009).

1.1. The Concept of Hypochondriasis and Related Characteristics

The term “hypochondria” came from ancient Greeks; the student of Hippocrates, Diocles of
Carystus. He named a real and painful disorder of the “hypochondrium”, the part of the “under
the rib” - generally stomach-, as hypochondria (Berrios, 2001; Brown, 1936; Grinnell, 2010;
Taylor, 2016; Wintrebert, 2009). Throughout the historical development of hypochondriasis as
a term, its connotations have changed. In the 17" century, Sydenham used it for male hysteria
as a counterpart of female hysteria and he described it as “the disturbance and inconsistency
between mind and body” (Lipowski, 1988, p. 1358) as a result of modern life’s heightening of
nerve-mediated sensibility (Risse, 2005). By the mid-17th century, hypochondriasis started to
be used for causeless depression, sadness, and melancholy breaking the association between
the body and the mind (Burgoyne, 2004). Then, it was perceived as a “popular disorder”
suitable to the English way of life (Jana, Praharaj, & Mazumdar, 2012). In fact, at the end of
the 18t century, hypochondriasis became a malady in British culture as people were wrapped
up in well-being and having healthy body. This malady is a kind of challenge and threat to the
medical culture and the well-being policy (Grinnell, 2010). In the 19" century, organic
diseases, such as gastrointestinal diseases were removed from the category of
hypochondriasis (Noyes, Stuart, Watson, & Langbehn, 2006). Later, in 1928, Gillespie defined
hypochondriasis as the preoccupation with physical or mental disorder although there is no
congruence between the believed illness/disorder and the actual problems, and this general

definition still seems to protect its validity (as cited in Baur, 1989).

In the literature, even today this dynamic old concept does not refer to a particular meaning

although the different meanings of hypochondria share some common characteristics such as

an intense concentration on bodily sensations, belief of having a disease, and the variable
2



nature of complaints meaning that the complaint may change from one organ to the other
easily (Katzenelbogen, 1942). Every theoretical approach attempts to explain the concept of
hypochondriasis and its related qualities from its own perspective. Among these differing
approaches, the cognitive-behavioral approach was the first to be chosen as a starting point.
Then, the attachment theory approach, and the psychoanalytic approach were explained to
provide a basis. The reason for choosing the cognitive-behavioral approach was that the
researches are mainly conducted according to the perspective of this approach and the reason
for choosing the attachment theory approach and the psychoanalytic theory approach was

that they provide a detailed etymological perspective to hypochondria.

1.2. Hypochondriasis in DSM Perspective

The hypochondriasis as a diagnostic category has been a debated issue for a long time. The
questions gathered around whether it is a clinical entity itself or a part of other heterogeneous
psychopathologies (Katzenelbogen, 1942) and whether it is a mental state disorder or a
personality construct (Hollifield, 2001). That means, professionals did not agree on its
definition, independence, validity, and classification (Starcevic & Lipsitt, 2001). For example,
Kraepelin took hypochondriasis as a part of various psychotic syndromes but not as a separate

clinical matter (Katzenelbogen, 1942).

There is also a controversy in the psychiatry literature about in which category hypochondria
should be included: Somatoform disorders or anxiety disorders (Scarella, Laferton, Ahern,
Fallon, & Barsky, 2016). Diagnostic and Statistical Manual of Mental Disorders, 4th Edition
(DSM-1V) classified hypochondriasis under somatoform disorders, which is a high-order
category also including body dysmorphic disorder, pain disorder, somatization disorder, and
undifferentiated somatoform disorder (American Psychiatric Association [APA], 1994). In
addition to this nosological problem, the usefulness of somatoform disorders has been
questioned, as well (Pagalilauan, 2014). DSM-IV also defined hypochondriacal personality
disorder as a different category based on the differentiation of Axis | from Axis Il disorders.
The criteria for diagnosis as hypochondriasis and hypochondriacal personality disorder in the
DSM, 4th Edition Text Revision (DSM-IV-TR) are shown in Table 1. However, as seen in this
table, these two categories share too many common features leading to an epistemological
problem. Furthermore, the differentiation between Axis | and Axis Il disorders has been made
by relying on the persistence of the symptoms and behavioral change, but this differentiation
is problematic in itself, since there is no theoretical, phenomenological or psychobiological
basis behind it. The high comorbidity between these two categories makes the construct
validity questionable (Hollifield, 2001).


https://www.google.com.tr/search?sa=X&biw=1422&bih=684&tbm=bks&tbm=bks&q=inauthor:%22Genevieve+Pagalilauan%22&ved=0ahUKEwiv5LWNi5zUAhXpHJoKHRv7CxEQ9AgIJzAA

Table 1. Diagnostic Criteria for the DSM-IV-TR Hypochondriasis (APA, 1994)

Hypochondriasis Hypochondriacal Personality Disorder

A. Preoccupation with fears of having, or the Excessive preoccupation with maintenance of
idea that one has, a serious disease based health with associated behavior
on the person’s misinterpretation of bodily The perception of minor ailments and physical
symptoms. symptoms is distorted and magnified into

major and life-threatening disorder

B. The preoccupation persists despite The rigidity of beliefs about health and lifestyle
appropriate medical evaluation and ensures their persistence
reassurance.

C. The belief in Criterion A is not of delusional
intensity and is not restricted to a
circumscribed concern about the

appearance

D. The preoccupation causes clinically Repeated recourse to consultation with
significant distress or impairment in social, medical and associated disciplines for
occupational, or other important areas of reassurance, investigation, and treatment
functioning.

E. The duration of the disturbance is at least 6
months

This “hypochondriasis” diagnostic category was eliminated from DSM-V since it has an old
and misleading etymology, and also has derogatory and stigmatizing connotations (Starcevic
& Noyes, 2014). In DSM-V, the solution to the problem of categorization of hypochondriasis
has been attempted by adding two diagnoses instead: Somatic symptom disorder to refer to
people who have excessive bodily symptoms, and illness anxiety disorder for people who are
excessively anxious about the illness without having any significant somatic symptoms (APA,
2013). The criteria for both were shown in Table 2. In spite of attempting to solve the problem
of categorization, that type of differentiation has also been criticized by some scholars due to
ambiguity in terms of both diagnosis and treatment (Brakoulias, 2014; Ghanizadeh &
Firoozabadi, 2012). The division of hypochondriasis into two, according to the presence or
absence of the somatic symptoms, for example, has been evaluated as arbitrary. Moreover,
somatic symptom disorder was found heterogeneous even more than “hypochondriasis”
(Starcevic & Noyes, 2014). Ghanizadeh and Firoozabadi (2012) in their article, discussed that
the new diagnostic criteria do not say anything about how to differentiate a symptom as
medical or psychological nor do they guarantee non-stigmatization of patients with somatic
symptoms. They questioned how to decide on the diagnostic category in case the patient could
not remember the directionality of symptoms, whether anxiety symptoms are before somatic

symptoms or vice versa.



Table 2. Diagnostic Criteria for DSM-V lllness Anxiety Disorder and Somatic Symptom
Disorder (APA, 2013)

Criteria lliness Anxiety Disorder Somatic Symptom Disorder

A Preoccupation with having or acquiring a serious One or more somatic symptoms that
disease are distressing or result in significant

disruption of daily life.

B Somatic symptoms are not present or, if Excessive thoughts, feelings, or
present are only mild in intensity. If behaviors related to the somatic
another medical condition is present or symptoms or associated health
there is a high risk for developing a concerns as manifested by at least
medical condition (e.g., strong family one of the following:
history is present), the preoccupation is 1. Disproportionate and persistent
clearly excessive or disproportionate. thoughts about the seriousness of

one’s symptoms.

2. Persistently high level of anxiety
about health or symptoms.

3. Excessive time and energy
devoted to these symptoms or health
concerns.

C There is a high level of anxiety about Although any one somatic symptom
health and the individual is easily alarmed about heall  may not be continuously present, the
status state of being symptomatic is

persistent (typically more than 6
months)

D The individual performs excessive health-related
behaviors (e.g., repeatedly checks his or her body for
signs of illness) exhibits maladaptive avoidance (e.g.,
avoids doctor appointments or hospitals).

E lliness preoccupation has been present
for at least 6 months, but the specific iliness that is
feared may change over time.

F The iliness-related preoccupation is not

better explained by another mental disorder

In addition to these problems, these new categories look unfamiliar to most of the clinicians,
and they do not frequently use these categories. Thus, hypochondriasis and health anxiety
are preferred in the literature instead. Despite not ever being an official diagnosis, health
anxiety is frequently used for the affective part of hypochondriasis and related behaviors such
as reassurance seeking. It is considered under the broader concept of “hypochondriasis”,
which additionally includes cognitive components. Moreover, hypochondriasis is usually

understood as a severe form of health anxiety (Starcevic & Noyes, 2014).

After reflecting on all the complications with the term “hypochondriasis” in the psychiatry

literature, an attempt was made to transmit some theoretical approaches differentiating with
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the mainstream psychiatric approach to give a more in-depth perspective about the topic.
Moreover, since the differentiation between hypochondria and somatization disorder is vague,
and they show high comorbidity (Noyes, Stuart, Watson, & Langbehn, 2006), and there are
studies showing the similarity of these two categories in terms of psychological variables such
as depression, somatosensory amplification, and somatoform dissociation (Kirpinar, Deveci,
Kilig, & Zihni Camur, 2015), the relevant literature about somatization has been addressed,

as well.

1.3. Cognitive-Behavioral Approach to Hypochondriasis

According to the cognitive-behavioral approach, hypochondriac individuals constantly
misinterpret harmless physical sensations as indications of physical illness, and this is the
main characteristic of hypochondriasis. Anxiety of the person, who has negative images and
thoughts that his/her health is under threat, increases and that anxiety triggers more
physiological stimulation constituting a vicious circle. The patient could interpret the physicial
arousal as an evidence of being ill, and following this, his/her focus on the body and
preoccupation with health increase as well (Salkovskis & Warwick, 1986; Warwick, 1989). The
feared illnesses vary but they are usually chronic illnesses such as cancer or multiple sclerosis
(Warwick, 1989). Moreover, the cognive-behavioral formulation suggested that erroneous
appraisal of health-related stimuli is related to both the individual's general beliefs about health
and specific beliefs about the content of stimuli. To understand the origin of dysfunctional
beliefs in individual’s life, a close examination into the personal experience of illness including

iliness in close relatives was suggested (Warwick, 1989).

In the behaviorist perspective, the sick role may provide an advantage to the individual. To put
it more explicitly, because of an illness, the patient can receive more attention and sympathy
from loved ones and get help from them or be exempt from work responsibilities or some other
responsibilities such as domestic chores. These kinds of advantages of the symptoms are
called secondary gain, and according to behaviorists, this sick role continues due to learning
processes based on behavioral contingencies: Reinforcement, and reward mechanisms
(Craig, Drake, Mills, & Boardman, 1994; Sata & Munday, 2017). Pairing attention or other
mentioned advantages with illnesses can rest upon experiencing similar patterns in childhood
or witnessing ill parents in those years (Barsky & Klerman, 1983). Accordingly, the
characteristics of hypochondriac individuals such as searching for a diagnosis rather than a
treatment, giving a negative response to treatment, or establishing a conflictual and
unsatisfactory relationship with doctors have been associated with their reluctance to quitting

the sick role and its concomitants, but that does not mean they continuously or deliberately do

6



that. This approach emphasized the role of physicians and family members in the persistence
of the somatic complaints as they both positively reinforce the independence of those
individuals and negatively reinforce illness behaviors in addition to expressing somatic

symptoms in a verbal way (Barsky & Klerman, 1983).

1.4. Attachment Theory Approach to Hypochondriasis

According to the attachment theory approach, the childhood experiences with parents (or
caregivers) lead to a set of internalized representations of relationships and those
representations persist into adulthood (Bowlby, 1969; see also Hazan & Shaver, 1987;
Wearden, Perryman, & Ward, 2006). Based on Bowlby’s arguments regarding the models of
the self in relationships and others in relationships, Bartholomew and Horowitz (1991) made
a description of four adult attachment styles: secure attachment, preoccupied attachment,
avoidant-dismissing attachment, and avoidant-fearful attachment. In the secure attachment,
individuals have a positive view both of themselves and others, perceive themselves as worthy
of love and support and others as trustworthy and reliable. In the preoccupied attachment,
individuals have a negative view of self, they feel worthless, and their self-esteem is low, yet
they have a positive and idealized view towards others. This attachment style has been
associated with inconsistent caregiving. Fear of loss and need for assurance have been the
characteristics of this attachment style. In the avoidant-dismissing attachment style,
individuals have a positive view about themselves, but they avoid close relationships to protect
their sense of independence. In the avoidant-fearful attachment, they perceive themselves as
unworthy but needy, and others as unreliable and rejecting leading to approach-avoidance

style relationship with others.

Attachment theory tries to understand the role of interpersonal relations on how health-related
behaviors are developed and proceeded (Maunder & Hunter, 2001). According to the theory,
these abovementioned attachment styles have been activated, especially when there is a
threat, including major life changes and adverse events such as illnesses (Bowlby, 1973).
Stuart and Noyes (1999) linked bodily complaints and somatization with the anxious
attachment style in childhood and said that when the child becomes ill repeatedly and the
caregiver does not respond to the needs of the child, this may have a consequence on
symptom experience and health behaviors in adulthood. That is, in adulthood, somatization
could be used to evoke others to receive care indirectly from them as a part of restoring a
sense of security. In adulthood, somatization could be used to take care indirectly. Attachment
styles may also affect sensitivity to chronic pain and their characteristics. Dismissively
attached hypochondriac patients, for instance, are more prone to perceive healthcare
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professionals as unconcerned, so they tend to capitulate to the chronicity of their problems.
Patients with preoccupied attachment styles, on the other hand, are expected to change their
practitioners very frequently in expectation of relieving their pain, but that may strengthen
abandonment beliefs since the possibility of rejection gets stronger with this pattern (Mikail,
Henderson, & Tasca, 1994).

Individuals with hypochondriac symptoms are well-known with their attempts to get care and
reassurance from health care professionals (Wearden, Perryman, & Ward, 2006). Hunter and
Maunder (2001) argued that anxiously attached people, the preoccupied style in Bartholomew
and Horowitz’s (1991) categorization, were more likely not to believe their own ability to deal
with illness and were also disposed to be in search of excessive care seeking and

reassurance, but at the same time to be not satisfied by the reassurances that they receive.

Attachment theory makes some explanations on the characteristics of hypochondriac
individuals, and followers of the theory conducted studies illustrating the relation between
attachment styles and features of hypochondriac individuals such as between anxious
attachment and high level of arousal towards physiological changes, or between avoidant
attachment and physiological inhibition (Schmidt, Strauss, & Braehler, 2002). However,
mechanisms of hypochondriac individuals remain unclear. Therefore, psychoanalytic theory

should be examined, as well.

1.5. Psychoanalytic Approach to Hypochondriasis

As discussed in the previous sections, the categorization-based approach to hypochondriasis
is not enough to explain all the characteristics of hypochondriac individuals and also to give a
direction to the therapy process. Hence, to understand the underlying mechanisms and
develop appropriate therapeutic interventions accordingly, the psychodynamic approach was
examined (Lipsitt, 2001, p. 183). Hypochondriasis is a complex issue for psychoanalysts as
well, which they encountered in various conditions such as neuroses, psychoses, hysteria,

obsessional neurosis, and schizophrenia (Rosenfeld, 1958).

The psychoanalytic approach shows interest in examining the unconscious meaning of the
symptoms as well as unconscious needs, wishes, and fantasies of the patients (Lipsitt, 2014).
Specific to hypochondriasis, the psychoanalytic approach focuses on the fear of death in
hypochondriac individuals, their firm adherence to the symptoms, their behavioral patterns in
terms of seeking and rejecting help, and the usage of iliness as a defense. Furthermore, the

psychoanalytic approach pays attention to hypochondriac individuals’ guilt, aggression and
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hostility feelings, and their stimulation of negative emotions on physicians, as well (Lipsitt,
1974; 2014). For instance, the catastrophic condition accompanying illness was associated
with relieving the hypochondriac individual’s need for punishment, which is a consequence of
unconscious guilt. The practical importance of this discovery, according to Freud, comes from
this need being the ultimate obstacle in front of therapeutic work. Concerning neurosis, the
subject is satisfied with the suffering and holds strictly to the iliness (Wintrebert, 2009). Another
example is that fear of death and aging seem an integral part of hypochondriasis and in the
psychodynamic point of view, those symptoms have been explained as a defense against
death fear (Noyes, 2005, p. 132).

Before Sigmund Freud, it is not possible to mention a psychoanalytic theory since he
systematized the relation of unconscious to the mental mechanisms. He went beyond merely
referring to the unconscious and offered an exploratory model of the mind (Lipsitt, 2014). He
is an influential figure for the psychoanalytic approach and his ideas on somatization and
hypochondriasis inspired many theoreticians following him. That is why there was an attempt

to summarize his ideas at first.

Before explaining the opinions of Freud on hypochondriasis in detail, | tried to explain his and
his followers’ approach to the “body”, because “body” has an important role in understanding
hypochondriasis according to the psychoanalytic approach. The importance of it for
psychoanalysis comes from Freud’s encounter with hysteric patients’ symptoms and their
bodies during his studies with Charcot (Canellopoulos, 2010). Those studies were crucial in
terms of indicating that biological reasons are not obligatory for physiological symptoms
(Burgoyne, 2004). Freud linked the unconscious with the body, but the body, in his
perspective, should not be taken into account as a biological one (Canellopoulos, 2010).
According to him, the human subject has two bodies: a physiological and erotogenic body,
and the latter one plays an essential role in hysteria (Chapman, 1999). The erotogenic body
(or pleasure body) in Freud’s terms is the imaginary one in Lacanian sense (Chapman, 1999).
Furthermore, the subject’s relation to his body is not a pre-given; in the beginning, there is no
psychic representation of the body (Burgoyne, 2004). The mentioned body here is a
constructed reality.

Lacan also conceptualized the body in a similar way to Freud: the body is not primary, on the
contrary, the body is something constructed, that is to say secondary. All of these do not mean
that there is no biological body, yet it means that human beings can access it only through the
mediation of language (Gessert, 2004). Lacan makes a distinction between the living being
(the organism) and the body and says that “The living being is not the body.” Thus, in Lacanian

9



understanding of the body, the subject is not a body, but he has a body. The secrets of the
body have not been clarified in spite of all the developments in medicine (Canellopoulos,
2010). The medical approach evaluates the symptomatic body as the biological body;
nevertheless, it is the body incorporating the language order. Hence, somatic symptoms in a
neurotic individual are based on his own “understanding” of the biological anatomy, not the
biology itself (Gessert, 2004).

Regarding the constituents of the body, Lacan explained that the living organism, the image,
and language compose the body correspondingly to the real, imaginary, and symbolic
registers of the Borromean knot (Canellopoulos, 2010). When the baby is born, he is not able
to differentiate the inside from the outside until he is around six months old; that is when he
encounters a coherent, coordinated image (his image or the other's image). The image
originates from the visual gestalt as seen in the mirror, providing a unification and a feeling of
separateness from others. The child identifies with this image, and this process operates
through the agency of others around the child who named him like, “Look, it is you.” (Gessert,
2004). Thus, the body is also a spoken body, “parlétre”, entangled in the network illusion of
signifiers belonging to the Other’s language. The body is divided into a signifying part and a
real part by language, so it seems foreign, “unheimlich," to the subject (Canellopoulos, 2010).
The association between the body and unconscious is provided by drive. The instinct has been
converted into a drive through language, and the nonplussed subject is obliged to invent a
relation to the object. The primary “jouissance” was lost after the subject’'s coming into the
symbolic world; “prohibited to whoever speaks” as Lacan said (Lacan, 1977). The subject’s
relationship to the lost object continued via the drive in the form of satisfaction and the subject

started to fantasize due to this unbearable and irreversible loss.

Lacan expressed that both the body and unconscious are intimate parts of the subject; but for
the subject itself, both of them are alienated and in the dark. That is, the subject does not know
what is going on in his own body, and this obscurity added threat dimension to the situation
since the jouissance coming from the body is experienced as an intrusion. Considering the
positions of the subject and the body, the answer to the question of which one is enjoying is
the latter one, that is the jouissance of the body. In Freud’s words, “the body sexualizes non-
sexual processes.” For example, in the Dora case, the cough has a different character and
goes beyond an organic phenomenon, and it is a sexual event giving a symbolic value to it,
as well. In Lacan’s opinion, the Real of the body, is understood as an organism and as the
drive (Verhaeghe, 2001), has a decisive role in the master signifiers affecting a neurosis. Why
specific master signifiers determine the construction of neurosis instead of others is an

important question here. Freud answered that those particular signifiers are in connection with
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the fixated drives for that subject; a signifier was in line with his jouissance. Lacan contributed
to this explanation by integrating speech into it. Signifiers are not univocal. On the contrary,
they are equivocal. While someone is talking, the listener shows a tendency only to hear what
he wants. This selection is controlled by jouissance. As a clinical implication, he suggested
that because of the fixation of the drives by the body, these could not be changed by analysis.
However, this is not the case for the subject’s position towards the drive processes (Declercq,
2004).

The importance of language in Lacanian theory comes from its function of separating the child
from the mother and of providing signifiers to the subject to get access to his body and attribute
meaning to it (Burgoyne, 2004). For Lacan, the subject experiences anxiety due to not being
able to separate: the origin of anxiety is not lack of something, on the contrary, it is “the lack
of a lack.” When a sudden bodily excitation appears causing lack of lack and the subject fails
to make sense of it by means of the signifier, then he experiences anxiety, and his body turns
into a mess (Strubbe & Vanheule, 2014). That means, if the symbolization (a function of
language) is not sufficient for the child to separate him from mother, he has difficulty in
symbolizing his body and bodily functions in a coherent and organized way. Without adequate
symbolization, the body stays as an enigma and as a potential danger (Gessert, 2004). When
the characteristics of hypochondriac individuals, such as preoccupation with the body and
health, and the expectation of possible illness are considered, it can be said that they try to
manage their foreign body remaining as a threat for them. The imagined, feared, or
exaggerated illness could give him a set of signifiers that he organizes himself around, and he
gets in contact with others (Butler-Rees, 2011). lliness gives the opportunity to speak about
somatic complaints, to go to the various healthcare professionals or to take medical treatment.
The importance of the illness stems from the attempt to be cured, not the cure itself. That is
the reason why the efforts to recover from the patient generally results in no relief, and the
patient continues to be in search of a doctor for remedy. Negative test results or even
statements from doctors like “Physically, there is nothing wrong with you” may be disturbing
for the individual, since he replaces the sense of fragmented body by exaggerated concerns
related to health to feel coherence. In practice, this manifests itself in denying or acting with
suspicion towards the reassurance of the doctors or test results. Being diagnosed with an
iliness, on the other hand, sometimes brings relief, in that suffering from it is better than the
obscurity of the body: it provides an opportunity to construct a more coherent identity around
as emphasized (Gessert, 2004). Even if diagnosis sometimes causes intolerable anxiety, the
hypochondriac complaint is somehow a matter of “naming” independently of emergent feelings
(Leader, 2004). Precisely for this reason, confronting the patient with the notion that his
symptoms’ nature is not physiological but psychological does not serve the purpose although
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it was a suggested intervention by some people such as Lazare (as cited in Sata & Munday,
2017). Naming Real elements of the body should be the aim of psychotherapies (Strubbe &
Vanheule, 2014).

To better understand the place of the body in Lacanian theory, the notions of “jouissance” and
“castration” deserve to be elaborated. Jouissance, translated into enjoyment in English,
represents unconsciously getting pain and pleasure at the same time, and it also has a sexual
connotation (Swales, 2012). In the clinics, health care professionals usually confront
hypochondriac individuals who complain about suffering from their symptom, but at the same
time, it seems as if they do not want to get rid of it. This situation can be explained by getting
jouissance from the symptom (Wintrebert, 2009). Castration, on the other hand, means that
subject renounced some portion of the bodily jouissance to acknowledge the Law of Desire.
In other words, to become a part of a society, he must give up the sense of omnipotence and
relinquish some instinctual satisfaction; a kind of sacrifice as Freud also stated. However, there
is no way to wipe bodily jouissance out and the remainder is called surplus jouissance. It stays
in the body parts and gives the essence to hysterical symptoms (Evans, 2017). All symptoms
in a way make a reference to the body of jouissance (Canellopoulos, 2010). On the other hand,
there is no way to speak of a relationship between “body-to-body” jouissance, we just dream
about being one, which is not possible. Hence, the remaining jouissance was only for one
individual; there is no possibility to share it. For instance, headaches or pain cannot be shared
by another person. The symptom is a solution to a problem: not a collective but a personal

solution that should be examined instead of simply “getting rid of” (Canellopoulos, 2010).

The relationship between language and body was also addressed by Max Schur as infants
have undifferentiated and undeveloped psychic and somatic elements, but as they grow up
and their language develops, they produce more conscious and psychic reactions instead of
reacting somatically. In the case of trauma and developmental failure, the ego cannot deal
with emerging conflicts. There is a regression to the early pattern and emergence of
psychosomatic illnesses, or “psychosomatic regression” as named by Schur (Lipsitt, 2015).

Freud gave a new point of view to the classical medical approach conceptualizing
hypochondriasis as “a disease that appeared in the absence of any real organic disease.”
(Stathopoulos, 2017, p. 361), and showed the parallelism between hypochondria and organic
disease instead. In “On Narcissism: An Introduction”, Freud (1914/2014) wrote that
“Hypochondria, like an organic disease, manifests itself in distressing and painful bodily
sensations, and it has the same effect as organic disease on the distribution of libido.” Freud
also said that the hypochondriacal organ is similar to the aroused genital organ. Both of them

are in pain, and they are not diseased ordinarily, but they are in a state of change. Furthermore,
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he pointed out the similarity between dreams and hypochondria: “In dreams, incipient physical
disease is often detected earlier and more clearly than in waking life, and all the current bodily
sensations assume gigantic proportions. This magnification is hypochondriacal in character”
(Freud, 1915/1917, p. 223). By showing these similarities, Freud set the ground for relating
hypochondriasis to sexuality and for questioning the protective nature of the investment to the

bodily sensations from physical diseases (Stathopoulos, 2017).

Although Freud seems to contribute relatively less on the topic of hypochondriasis, his
formulation of the concept of “somatic compliance” as “the conversion of the excitation into a
somatic innervation” was the basis of understanding all somatization disorders described after
him (Lipowski, 1988). Not directly pointing out hypochondriasis, in the book “The Ego and the
Id” he stated that “the ego is first and foremost a body ego” and this statement could be an
explanation behind the arousal of physical (somatic) responses by regression (Lipsitt, 2014).
Freud considerably elaborated on hypochondriasis while working on Schreber, who was a
paranoid person case. Hence, hypochondriasis, as mentioned by Freud, was mainly related
to the bizarre bodily symptoms that appeared before the psychotic attack having a protective
function (Rosenfeld, 1984). In fact, the togetherness of psychotic symptoms and hypochondria
is not uncommon. He also contributed to the topic while working on narcissism. Between the
years 1891 and 1914, Freud related hypochondria with narcissism (Stathopoulos, 2017) and

considered hypochondriasis as a narcissistic state being firmly in relation with paranoia.

The paper titled “On the Right to Separate from Neurasthenia a Definite Symptom-complex as
Anxiety Neurosis” was the first work of Freud in which he used hypochondriasis as a term and
defined it as the anxiety concerning the body (Stathopoulos, 2017). In the first drive theory of
Freud, he distinguished ego impulses and sexual impulses and made three classifications:
actual neurosis including neurasthenia and anxiety neurosis; psychoneurosis including
obsession, phobia, and hysteria; and psychoses including delusion and melancholy (Réder,
Overbeck, & Mdller, 1995). In this classification system, hypochondria was listed under actual
neurosis -real neurosis- as a third pathology (Freud 1912/1958). Individual’s confrontation with
mentally non-representable somatic excitation leads to “actual neurosis”, and differently from
psychoneurosis, there is an organic basis for it (Strubbe & Vanheule, 2014). Moreover, the
source of actual neurosis was related to a disturbance in sexual metabolism: the subject’s lack
of sexual satisfaction (Freud, 1895a). Freud thought that the reason behind sexual
dissatisfaction can be experiencing sexual trauma in early life, excessive masturbation or
rejected sexual intercourse, named as “coitus interruptus” as well, but hypochondriacs believe
that their problems originated from exogenous reasons, not from their sexual lives (Starcevic

& Lipsitt, 2001). While relating actual neurosis with sexuality, he wrote: “The mechanism of
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anxiety neurosis is to be looked for in a deflection of somatic sexual excitation from the
psychical sphere, and in consequent abnormal employment of that excitation” (Freud, 1895a,
p.108). According to him, there is an increased blood supply to the region which hypochondriac
individual complains about because the erotogenic zone is displaced by the real organ and
this is the organic basis behind hypochondriasis (Brown, 1936).

According to Freud, anxiety in hypochondriasis originated from the ego libido (Rosenfeld,1958;
Christogiorgos et al., 2013). In his opinion, a hypochondriac person invests in bodily organs of
libido by stepping back from external objects (eroticization of the organs of the body), that is
narcissistic investment including pleasure and pain at the same time in a paradoxical way
(Starcevic & Lipsitt, 2001, p. 187). The reluctance of those patients to part from their symptoms
and also with the physicians’ frustration feelings stemming from an attempt to emancipate
patients from their suffering has associated with this contradictory position (Lipsitt, 2014).
Freud also explains that the pleasure experienced by a hypochondriac individual is
unconscious and at the conscious level, the subject experiences too much anxiety due to the
excitation of a particular organ since there is a tension emerging from ego’s effort to get libido
under control (Chapman, 1999). In spite of the categorizing hypochondriasis as an “actual
neurosis” and emphasizing its traumatic and somatic origins, Freud argued that he had
difficulty in choosing a somatic etiology rather than psychogenic etiology (Richards, 1981). To
illustrate, in 1898, Freud said that the reason behind hypochondriasis might be the turning of
self-reproach because of experiencing sexual act in childhood as shame or hypochondriacal
anxiety; to be afraid of physical injuries as a result of the action. Freud’s uncertainty about the
classification of hypochondriasis under somatic or psychogenic origin manifests itself in the
sentence that he wrote in a letter to Ferenczi: "l always felt that the obscurity in the question
of hypochondria to be a disgraceful gap in our work" (Jones, 1955, p. 453 as cited in Richards,
1981).

Regarding the discussions on “actual neuroses”, Verhaeghe combined the “actual neuroses”
idea of Freud with the Lacanian perspective and claimed that in psychotic structure, because
the Other failed to modulate the drive tension of subject, hypochondriac symptoms emerged
as reflecting the impossibility of representing physical drive arousal. He drew attention to the
body disturbances at the beginning of psychosis such as schizophrenia and said that in “actual
pathology” there are no signification or symbolization processes so there is “something” in the
body that cannot be named (Redmond, 2014; Verhaeghe, 2008).

Ferenczi, known as one of the followers of Freud, tried to link hypochondriasis with psyche

and soma, and he thought that mental processes are crucial for hypochondria and proposed
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that psychotherapy can treat individuals with hypochondriasis. Like Freud, he discussed that
in hypochondriasis there is a concentration of libido to the organ. The term, “pathoneurosis”,
was used by him to explain that organic diseases have neurotic consequences. This term is
not only for revealing how the psyche has an influence on soma but also to illustrate how the
somatic presses the psyche to work (Chemouni, 2001). He was also the first person who
associated hypochondria with anal erotism. In his book, “First Contributions to Psycho-

Analysis”, Ferenczi (1994) wrote that:

A whole series of analyses, by the way, has convinced me that in very many
cases hypochondria is really a fermentation product of anal-erotism, a
displacement of unsublimated coprophilic interests from their original objects
on to other organs and products of the body with an alteration of the qualifying
pleasure. The choice of the organ towards which the hypochondria is directed
is determined by special factors (somatic disposition, pronounced erogenicity
even in diseased organs, etc.) (p. 323).

Another contribution of Ferenczi is that hypochondriac individuals are known as their
observation of themselves and Ferenczi named this situation as “autonarcissistic splitting”. In
this splitting, the body is divided into as healthy and sick parts and maintaining sickness of the
body is an attempt to protect the mental part, and it is a narcissistic defense. The libidinal
concentration to the organ may lead to the hypochondriacal or hysterical superstructure, and
the sexual structuring of the patient determines which one of the superstructures will be the
consequence. Presenting the transition between hypochondriasis and hysteria was Ferenczi’s

another contribution to hypochondriasis (Stathopoulos, 2017).

Both Freud and Ferenczi remarked the similarity between organic lesion or disease and
hypochondriasis in terms of their effect on the transference of the libido to the organ. Trauma
eases the transfer of the libido to an organ that had previously received narcissistic attention
(Schilder, 2013, p.143). Freud expressed that individuals direct their unconscious intentions
to the external objects or images that could be their own body (self-images) (Thoma & Kachele,
2012).

Similar to Freud and Ferenczi, Schilder thought that in hypochondriasis, there is an increase
of the libido for specific parts of the body. The hypochondriac organ is genitalized, and
narcissistic libido is transferred to the organ and hypochondriasis is a defense against
excessive libidinization of the organ by striving to isolate it from the body-image. Due to the
clinginess to the hypochondriac organ, these individuals have difficulty in removing that part
from their body and therefore that organ continues to stay in the body as a foreign body
(Schilder, 2013, p.141). Freud mentioned that in the narcissistic stage the body as a whole is
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regarded as a genital. For Schilder, it is also possible to say that the hypochondriac organ acts
as an independent body (Schilder, 2013). In addition to the individualistic domain, Schilder
emphasized the interpersonal interaction as the origin of the subjective experience of one’s
body. He conceptualized body image as a social phenomenon and defined body image as a
changeable thing according to the situation instead of perceiving it as stable. In this change,
identification, apersonization, and projection are essential processes. There is a continual
interaction between one’s body image and the body image of the other’s, and it is beyond
aesthetic comparison (Thoma & Kachele, 2012). Unlike Freud, Schilder did not consider
hypochondriasis as an “actual” neurosis and emphasized that by projection, mental conflicts
are converted into physical conflicts, i.e., the body and body organs. Hence, for him, the

hypochondriasis is related to the unconscious (Rosenfeld, 1958).

Using the viewpoint of Freud as a base, Melanie Klein tried to broaden the instinctual conflict
model with an internal object relations viewpoint. Applying this perspective to the
hypochondriasis, Klein argued that the internal object has been able to turn into an aggressive
one by itself, and this leads to the feeling of being intimidated by the internal body. Also, the
target of ambivalence was chosen as a body ego rather than the psychic ego, and this is in
itself a defense. Thus, hypochondria can be conceptualized both as an increase in narcissistic
libido and as a struggle against it. Furthermore, Klein made a comparison of hypochondriacal
symptoms and distinguished paranoid symptoms from the depressive ones. In phantasy, if
pain and other symptoms were results of the internal bad objects’ attack against the ego, then
this belongs to the paranoid sphere, but in addition to this, if the ego is identified with the good
objects’ suffering, then this is depressive (Klein, 1935). Henry Harper Hart, one of the followers
of Klein, explained that hypochondriasis is physically expressing the disturbed narcissistic
balance, and uncontrollable aggressive conflicts are responsible for that (Réder, Overbeck, &
Muiller, 1995). That is to say, the child's early stages of development and related aggressive
impulses are central in the Kleinian approach for hypochondriasis. By taking into consideration
the role of internal objects and unconscious fantasy in the establishment of the psyche, the
early depressive position that is a developmental phase, in which there are intense hate and
guilt towards the inner “parent” objects, were associated with hypochondriasis. Projective
identification and splitting were two mechanisms used to prevent the ambivalence stemming
from the dependence to the parents concurrently with experienced aggression and to keep
the feelings of hate and guilt towards internal objects and the fear of expected revenge against
himself under control (Klein, 1955 as cited in Roder, et al., 1995). In conclusion, according to
Klein, complaining about the body or about fears linked to it is an attempt to hide aggression

towards internal objects (Leader, 2004).
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As stated previously, both Freud and Klein discussed the regression to the early narcissistic
state in hypochondriasis. In the article titled as “Some Observations on the Psychopathology
of Hypochondriacal States”, Herbert Rosenfeld (1958) stated that he agreed with Freud and
Klein’s opinion that there is a regression to the early infantile narcissistic state. On the other
hand, he did not hypothesize it as a pure regressive state since there is no one type of
hypochondriasis. He discussed that hypochondriasis is not only a regressive state, but it
should be differentiated according to their temporary or chronic characteristics. When early
infantile paranoid anxieties are stimulated, temporal hypochondriac anxiety could appear, and
this may be the reason for the increase of these kinds of anxieties in readjustment phases
such as puberty or middle age. The nature of chronic hypochondriasis is different. It is
associated with a poor prognosis and rather than regression, it was thought as a defense
against the confusional state having a schizophrenic nature (Rosenfeld, 1958), that is the
difficulty to perceive the difference “between the self and objects, good and bad objects,
heterosexual and homosexual sexual impulses and depressive and paranoid anxieties”
(p.121). Rosenfeld listed the characteristics of hypochondriasis: “The complicated
identification with damaged internal objects, use of projective identification, oral envy, a
confusion of self and object, and the hypochondriacal state as a defense against depressive
and persecutory anxieties.” (Lipsitt, 1974, p. 133). To put it more explicitly, when the projection
mechanism is not enough as a defense, there is nothing left to protect the ego to be exposed
to persecution from within and this is the anxiety being a source of hypochondria (Gutwinski-
Jeggle, 1997). Rosenfeld also explained that if the normal splitting between good and bad
objects did not take place; as a trial of splitting, hypochondriacs project their confusional
anxieties into external objects and they also reintroject them into their bodies and body organs.
Thus, the ego succeeds in splitting the confusional state from the mental sphere. He relates
the chronic form of hypochondria with psychoses as Freud did, but unlike Freud, he did not
make a differentiation between neuroses and psychoses in a categorical way. Rosenfeld did
not think that hypochondriasis is a problem in which psychic conflict turns into physical
experiences despite relating hypochondriasis with psychosomatic illnesses. He argued that
the separation between the physical and psychical spheres is not certain in hypochondriasis.
His contribution to the hypochondriasis literature was his emphasis on the pathological internal

relationships and the role of aggression (Rdder, Overbeck, & Miiller, 1995).

One of Rosenfeld’s supervisees, David Rosenfeld, said that the severity of the preoccupation
with health and observing own organs with the thought that to be diseased vary from chronic
hypochondria to transient hypochondriac states. This transient one is encountered frequently
when there is a change, bodily growth or migrations (Rosenfeld, 2018). The difference
between functioning with a neurotic body schema and with a primitive psychotic body schema
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is that in the first one, individuals psychologically feel a protecting and wrapping skin while in
the latter they feel a fluid body schema and they psychologically feel as if they do not have a
skin. Both are mobile and flexible schemes in which one’s body image conception could
alternate between those. That is to say, someone whose body image is close to neurotic may
shift into the primitive body scheme in case of a personal crisis. Thus, David Rosenfeld (1984)
also argued that there is not a single form of hypochondriasis and also those different forms

could switch between each other, and each one’s fantasy about the body image was different.

Similar to Herbert Rosenfeld and David Rosenfeld’s differentiation, reflecting the opinions of
French medical viewpoint, two forms of hypochondriasis were defined in the French dictionary.
These were “L’hypochondrie vésanique” and “L’hypochondrie simple, non-vésanique.”
Delusions, hallucinations are features of the first type, and in the second one, the individual
continuously worries about his health, and he is disposed to exaggerate suffering from real
pain or imaginary sufferings. Yet, the general mental functioning of the individual is unaffected.
On the other hand, for some others such as Felix Brown, that kind of differentiation was
useless since simple hypochondriasis has often been mixed with a hypochondriacal delusion.
Katzenegelbogen (1942) said that there is a confusion regarding the usage of
“hypochondriasis” and using this term for psychotic individuals’ somatic complaints was the
origin of the confusion between non-psychotic individuals’ hypochondriacal complaints and
psychotic delusions with somatic content. He suggested using “somatic” rather than

“hypochondria” to prevent this confusion.

Another contribution to the hypochondriasis literature comes from Charles William Wahl. As
Katzenelbogen, he attracted attention to how hypochondriasis is an uncertain diagnosis and
how this diagnosis was used in a wide range including over preoccupation with health and
delusions or somatic harm that may be indicative of psychosis. Wahl (1963), in his article, took
the definition of hypochondriasis made by Laughlin, "an obsessive kind of preoccupation with
physical symptoms or body processes which is often accompanied by the development of
various, and often shifting, somatic complaints” as a base (p.9). He especially attracted
attention to the characteristics of individuals with hypochondriac complaints. The transient and
changeable nature of the symptoms, disproportionately excessive subjective annoyance,
being over-demanding and at the same time being adhesive to the illness and not valuing the
physicians’ efforts were described as their characteristics. Psychological and physiological
explanations contradictorily increase anxiety instead of diminishing it. Their reaction to
medication is usually adverse and they seem to build a barrier in front of physicians, as it was
nullifying the expended energy for them and this could be one of the explanations behind why

this subject is mostly ignored both clinically and theoretically. Moreover, Wahl mentioned that
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hypochondriacs give the impression to physicians that they get some pleasure from being sick,
and also, they seem to get a perverse pleasure in hindering help. Those features could be an

illustration of hysterical “belle indifference” to the symptoms.

Wabhl not only describes the characteristics of hypochondriac individuals but also produces
ideas about that what could be the unconscious motivation behind hypochondriac symptoms
since it looks as if the individual needs the symptoms to solve a life problem. One of the
unconscious functions of the hypochondriac symptoms was expressing hostility towards what
the physician represents. This unconscious reason is out of reach of the individual’s conscious,
but they can be studied by special techniques. Wahl argued alleviating unconscious guilt is
another most common motivation behind maintaining hypochondriac symptoms. Since the
child cannot distinguish between thinking and doing, he may feel guilty, or there could be other
reasons to feel guilty such as making an erroneous inference that there is causality between
events concurring together. Taking into account all of these, Wahl said that hypochondriac
individuals’ dependencies on their symptoms did not aim to reject the doctor’s trials of help
aggressively, but they showed reluctance to “feel good” because their symptoms were a
solution to a problem. Wahl also argued that hypochondriasis could be a defense against the
fear of death. This mechanism works in such a way that when the child feels intense
aggressive death wishes towards a parental figure, he could not accept those kinds of feelings,
and he assumed the same thing would happen for him. Although illnesses evoke the possibility
of death, suffering from it paradoxically protects the child against death at least temporarily,
that is its protective value. Moreover, according to Wahl, hypochondriac individuals have been
raised where physical complaints and illnesses are much spoken out. Due to identification
processes, the child identifies with the fragility of those figures. For a child, it is hard to
unconsciously perceive himself stronger and more adequate than his parents. The illness
gives an opportunity to the patient to feel “body”, feeling that he is a somebody, and to nurse
himself in the absence of strong and adequate parents. The last factor Wahl explained is the
secondary gain that the patient unconsciously benefits from, such as getting care and
affection. To find the secondary gains in the patient's life, a close examination of his life is
necessary (Wahl, 1963).

To sum up, considering the place of hypochondriasis in the psychoanalytic literature, it is
possible to say that in the period from the publications of Freud and Ferenczi to World War I,
hypochondriasis did not attract attention in the psychoanalytic theory. It was possibly because
different metapsychological models were unconnected with each other, and if ever, it has not
been addressed systematically (Rdder, Overbeck, & Miiller, 1995). From that day to this, it is

hard to say that "hypochondriasis" was placed in the psychoanalytic literature as a "clear"
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entity; there is still ambiguity about it. In the psychoanalytic dictionary of Laplanche and
Pontails, for example, there is no definition of hypochondriasis (Zangrilli, 2001).
Hypochondriasis shows comorbidity with other psychopathological conditions such as acute
anxiety neurosis, neurasthenia or compulsion neuroses rather than appearing as an isolated
neurosis and it is so common to encounter it in the initial stages of psychoses. Despite the
explained different characteristics, hypochondriacs also argued that they typically share a
predisposition to be a narcissist (self-centered) and to isolate themselves regardless of
whether they are neurotic or psychotic. Because of bearing the stamps of both neurotic and
psychotic structures, hypochondriasis is even considered as a transitional stage between
hysteric and psychotic reactions (Fenichel, 2005, p. 240).

1.6. Qualitative Studies Related to Hypochondriasis

According to the results of the qualitative studies about hypochondriasis (or health anxiety),
reassurance seeking emerged as an important feature. In the study about internet use and
health anxiety done by Singh, Fox, and Brown (2016), for instance, intolerance for uncertainty
was found as a crucial factor for health-related web search. By searching, those individuals
felt a sense of control and reassurance. The reason why individuals use the Internet was
explained as filtering the problems before going to the doctor, specializing in illnesses that help
to “sell” them to the doctors, finding a justifying reason for visiting a doctor and reducing anxiety
and uncertainty. However, short-lived reassurance in those individuals led to further research.
Moreover, besides the stated positive sides, web searching had health anxiety maintaining
characteristics since the Internet generally implies a dangerous situation. The study of Okita
et al. (2016) examined the characteristics of reassurance seeking in Japan. According to the
findings, health anxious individuals’ motivation behind reassurance seeking was to be certain
about their health condition and to take emotional support from health care professionals. It
was also found that these individuals trust the views of professionals rather than people around
them. Moreover, when the uncertainty about the diagnosis was eliminated, either the

appropriate was initiated or the individuals were assured that treatment was not required.

There are also dissertations investigating hypochondria with a qualitative methodology.
Beckett (2009) in her thesis mainly focused on the patient-doctor relationship from the patient’s
perspective. In this study, she found that most of the participants had negative ideas about the
doctors and if the doctors could not make patients feel that they cared enough, patients
considered these doctors as incompetent. According to the analyses of interviews, she also
discussed that hypochondriac individuals accepted their excessiveness of health anxiety on

the contrary to the opinion that these individuals have poor insight, they have
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anxious/ambivalent attachment style, in their childhood, they were exposed to an environment
in which a family member had an illness (mostly a chronic illness) or where they had such an

experience, or they lose loved someone.

In another thesis, Papis (2015) examined emotional skills and interpersonal tendencies in
hypochondriasis with a mixed-method research design. According to him, the emotional needs
of hypochondriac individuals were not met. Also, the interaction of emotional isolation with the
experience of anxiety could make the development in emotional and interpersonal fields
worse. Hence, he advised therapists working with them to intervene in their emotional and

interpersonal insufficiency by developing a therapeutic relationship based on trust.

As far as is known, it can be concluded that the number and the scope of qualitative studies
on hypochondria are not sufficient. Thus, conducting studies on this subject could contribute
to the field in terms of theory and practice.

1.7. The Aim of the Study

Since the researcher of the study is a clinical psychologist, she encountered various somatic
complaints in her professional practice and was also able to observe them in her daily life due
to the high prevalence of those kinds of symptoms in her family. Individuals with hypochondriac
symptoms specifically got the researcher’s attention with characteristics like their fixation to
their bodily symptoms and their difficulties in being persuaded to not worry about their health.
Moreover, the theoretical approach of the researcher is based on Lacanian psychoanalysis in
which transference is an important concept. Hypochondriac individuals have been well known
with their disposition to get reassurance from significant others and health care professionals
and at the same time refusal of the reassurance that they take. Hence, the researcher thought
that trying to understand the transference established with hypochondriac individuals might be
helpful for psychotherapies in which the relationship between the patient and the therapist

occupies a more vital position than all the techniques.

As explained in the previous sections, hypochondria is a complex issue in terms of definition
and categorization as well as the mixed emotions that arise on both the sufferer and the
observer such as grandiosity, resentment, irritation, and guilt (Comay, n.d.). The current study
aimed to explore how individuals with high health anxiety have interactions with their bodies
and their experiences regarding the believed illness (or the illness that they were diagnosed
with) and anxiety about the illness. Furthermore, the way they establish a relationship with

others, especially with physicians, other healthcare professionals, and with whom they try to
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get assurance was tried to be understood. The focus of the study is not making a statistical
generalization. On the contrary, in-depth understanding of those individuals’ interpretation of
their complaints, and their emotions, thoughts, how they are influenced by their symptoms,

and the ways they express themselves are the interests of researchers.
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CHAPTER 2

METHOD

2.1. Methodological Background

2.1.1. The Reason for Choosing Qualitative Research for Studying Hypochondriasis

The difference between qualitative and quantitative research is related to the questions that
are tried to be answered. In qualitative studies, describing a phenomenon in various cases
and understanding how and why it changes are the foci while in quantitative ones, the focus
is the amount. To put it differently, the purpose of the qualitative studies is to contribute to the
development of concepts that clarify social phenomena by emphasizing how participants give

meaning, perceive and experience those phenomena (Pope & Mays, 1995).

Hypochondriasis, is sometimes referred to as health anxiety in the literature as explained in
the previous section, is an interdisciplinary subject being within mental and physical health
professionals’ area of interest. For the clinicians and physicians working with individuals
having hypochondriac symptoms, making a careful assessment of their history and the course
of symptoms, and giving attention to their interaction style, their language usage while
describing their symptoms, and how they relate to their bodies were suggested (Lipsitt, 2015).
To contribute to the practical applications, researches ought to cover these domains, and

qualitative studies fit this purpose.

Health care deals with a human subject who is more complicated than the issues studied in
the natural sciences. Thus, a research about mental or physical health should take the
interaction of patients with physicians, changing roles of health-care workers and the
organization of health services into account (Pope & Mays, 1995). Through a qualitative
research method, hypochondriac individuals' feelings, perceptions, or actions regarding their
somatic complaints, and the way that they get in interaction with health care professionals can
be understood. Trying to understand the reasons and mechanisms behind a particular
behavior does also increases the possibility of developing effective policies. Moreover, the
person-centered nature of a qualitative research enables the researchers to approach

participants of the study as human beings (Holloway, 2005).
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2.1.2. Interpretative Phenomenological Analysis as a Methodology of Qualitative

Investigation

Interpretative phenomenological analysis (IPA), which was developed by Jonathan Smith, has
been used to explore the subjective experiences (Smith, Harré, & Van Langenhove, 1995).
“Interpretative phenomenological analysis (IPA) has theoretical roots in phenomenology,
hermeneutics, and idiography” (Smith, 2011, p. 9.). The philosophical work of Husserl
constitutes the base of phenomenology. According to him, to understand a phenomenon, a

rich description of the subjective experience is necessary.

Another phenomenologist Martin Heidegger also dealt with the subjective experiences, but he
gave importance to the interpretation instead of description (Dowling, 2007). Based on the
Heidegger’'s hermeneutic phenomenology, in IPA, engagement to those experiences and an
interpretation of them by the researcher are necessary processes to access them (Smith &
Osborn, 2003; Smith, 2011; Biggerstaff & Thompson, 2008). In other words, the reality is
interpreted and shaped by the subject’'s experience and perception and by the interaction
between the subject and the researcher. Also, the researcher explains the subject’s personal
experiences based on her/his conceptions that were expressed verbally, which is the
interpretative part of IPA (Smith & Eatough, 2007). The researcher interprets how the
participant gives meaning to his/her own experience, and this makes IPA double hermeneutic
(Smith, Flowers, & Larkin, 2009). Therefore, the epistemology of interpretative
phenomenological analysis emphasizes that it is not possible to directly or totally understand
an individual’s world, but it can be reached through the researcher’s interpretations (Smith &
Eatough, 2007). Since IPA focuses on how an individual gives meaning to her/his experiences
(Willig, 2001), it offers a systematic approach to study the subjective experiences of a
participant by making a very detailed examination of a case (which is the idiographic focus)
(Smith, Harre, & Van Langenhove, 1995).

For the topics related to health, IPA is a frequently used method (Cronin & Lowes, 2016), since
it allows healthcare professionals to see illness (a psychological condition having a
physiological dimension in this study) from the eyes of the patient (Biggerstaff & Thompson,
2008).
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2.2. Participants and Sampling Method

The age range and residential addresses of participants were restricted to ensure
homogeneity that is necessary for including only the individuals who are qualified for the
purposive sampling of IPA (Smith & Osborn, 2003). Therefore, only the adults (18-65 years
old) and living in Ankara were recruited. The age range of the participants was relatively wide.
There were two reasons for this. The first one was that the health anxiety of the participants
whose ages over 40 at the time of interviews started earlier than this age. Secondly, in a study
involving participants over the age of 65, no association was found between the increase in
hypochondriac symptoms and age; thus, it was concluded that hypochondria is independent
of age (Barsky, Frank, Cleary, Wyshak, & Klerman, 1991).

For this study, it was aimed to do the interviews with individuals who were experiencing
hypochondriac symptoms and a high level of health anxiety. The Turkish version of the Health
Anxiety Inventory (SHAI-18) was used to determine the potential participants with high health
anxiety. The cut-off point on this inventory to include individuals to the present study was
determined as 37.9. This value was found by Salkovskis, Rimes, Warwick, and Clark (2002)
as the typical mean scores for high health anxiety in their study, and also, this score was
suggested to capture hypochondriac patients (Sulkowski, Mariaskin, & Storch, 2011). Since
there was no cut-off point suggested by the Turkish adaptation study of the scale (Aydemir,
Kirpinar, Sati, Uykur, & Cengisiz, 2013), that value was used. Moreover, the question, “How
much do you think that you are anxious about your health?” was added to the demographic
information form, and via this question, the potential participants were asked to evaluate their
health anxiety on a 5-point Likert scale with the following response options: (a) | am quite
anxious b) | am a little anxious c) | am not sure d) | am not anxious €) | am not anxious at all).
By doing this, it was ensured that the participants also accept their health anxiety. At the end
of this process, the fourteen participants between 19-55 years old (meanage = 29.43), who
were living in Ankara, and whose questionnaire scores were above 37.9 and who stated that

they have anxiety about their health were included in the study.

Before interviewing the participants of the study, a pilot study was conducted to practice
interviewing skills, to test and improve the established questions, and if necessary, to add
more questions. The participant of the pilot study was a married, 30-year-old woman. The
researcher had a prior acquaintance with the person. Although the researcher knew her as a
person with high health concerns; she still administered the Turkish version of the Health
Anxiety Inventory (SHAI-18) to her to objectively measure her health anxiety level and then

she performed the interview with her. The participant’s score on SHAI-18 was 43, indicating
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high health anxiety. After the transcript of the pilot study was analysed, several points came
into prominence. First of all, she attributed her illnesses to various factors including stress, her
unhealthy lifestyle habits such as unhealthy nutrition, and her family background (her father
was cardiac patient). She also emphasized that she felt angry when she felt sick and did not
know the reason for it. In parallel with this situation, she felt relaxed when her treatment was
clear, and the problem was completely solved by medical intervention. She stated that she
perceived illness as torture and punishment. She also linked illness to death; she believed that
when she got old, she would die due to an iliness although she did not have any current death

anxiety.

Her coping mechanisms with problems were either emotional suppression, emotional
outbursts, or social withdrawal. When she was asked about her support sources, she said that
she explained her problems to the individuals in the inner circle. Moreover, she was expecting
help from physicians. She told that the physicians should provide good communication, be
trustworthy, informative about the illness, good-humoured, and experienced, and finally, they
should not be neglectful. When there was an uncertainty, she preferred male physicians. About
certainty, she also said that if there is no absolute remedy, her adherence to the lifestyle

changes that require long-term commitment decreases.

At the beginning of the interview, when she was asked questions about her relationships, she
had difficulty in speaking, and then it was noticed that she was more comfortable talking about
health issues. Another remarkable point was her career choice. She worked as a photographer
but since she preferred birth photography, she worked mainly in the hospital environment.
Beginning with this interview, participants were asked more detailed questions about how they
made their career choices, in addition to the question about their occupation or which
department they studied if they were a student. Besides, even if not included as a question in
this study, it was decided to pay attention to whether the participants associate the illnesses

to death and, if so, how they express it.

To find the suitable participants of the main study, the researcher applied to Ayna Clinical
Psychology Unit at Middle East Technical University (METU), to the Department of Psychiatry
at Gazi University Hospital, and the Department of Psychiatry at Ankara University School of
Medicine, and got the necessary permissions from there. In addition to these, she asked
METU Psychology Department freshmen if they know individuals suitable to the study, and
finally, she announced the study on a popular Facebook group. In total, 44 potential
participants filled out the demographic information form and the Short Health Anxiety Inventory

(SHAI-18). Of these individuals, only 16 met the inclusion criteria, but two of them withdrew
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from participation. One of them stated that she became worried about speaking and cancelled
the appointment; and the other potential participant did not even make an appointment. Thus,
14 individuals accepted to be interviewed. While two of the participants were drawn from Gazi
Hospital, and one of them from Ayna Clinical Psychology Unit; the remaining participants were
recruited through announcements made in the classroom and on the Internet. In Table 3,
detailed demographic information about the participants of the study was given. Instead of

providing names of the participants, they were given nicknames to ensure anonymity.

The sample size in IPA depends on several principles rather than a certain rule. The depth
and richness of cases, the purpose of the researcher, whether the researcher wants to
compare or contrast cases, and pragmatic conditions such as rareness of the sample
characteristics are important for determining the sample size (Pietkiewicz & Smith, 2014).
While determining the sample size of the present research, the purpose of the study and
how rich the information obtained from the interviews about the phenomenon were taken into
consideration. IPA does not require big sample sizes; on the contrary, because of in-depth
analyses of cases, small sample sizes are preferred (Smith & Osborn, 2003). Although there
is no exact number for the size of sample, the suggested sample size for phenomenology
studies is between 5 and 25 for Creswell (1998, p. 64, as cited in Mason, 2010) and at least
6 for Morse (1994, p.225, as cited in Mason, 2010). Therefore, the sample size of the current

study was suitable for IPA.

2.3. Materials

2.3.1. Demographic Information Form

In the demographic information form, there were questions about the age, marital status,
education level, working status, place of residence, perceived income, the physical and
psychological health status of the participants, and if any, the type of treatment they were
receiving. Also, the participants were asked to report if they thought they had a physical or a
psychological disorder, even if they had not received an official diagnosis from a health-care
professional. Moreover, to measure participants' perceived anxiety about their health, a
question about how much they think that they are anxious about their health was added into

the form.
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Table 3. Demographic Characteristics of the Participants

Participant Age Marital Education Department of Current complaints Event/s associated with the onset of
Name Status Education, anxiety
Occupation or
Job
Ali 44 Married Associate Health Panic attack (diagnosed) Stomach bleeding (at age 27)
(having 2 degree technician
children) (Works in the Excessive asthenia, headache, stomach-ache
operating room)
Gizem 19 Single Undergraduate Faculty of arts Anxiety disorder (diagnosed) Aunt’s husband died from lung cancer
student and sciences (when she was at 8" grade)
Fear of cancer (breast and lymph), diseases
that can infect him from the outside, insect Her mother’s surgery due to a cyst
bites, diseases that will cause disability or exploded in her ovaries and her parents’
deformation, cysts in the ovaries move to another city due to her father’s job
change
) Melek 55 Married Primary school Nursing Varicose veins, restless leg syndrome, In 2000, problems with her husband and
© (having 2 graduate someone with migraine, hernia in the waist and neck, muscle the start of dizziness
children) Alzheimer’s tears in the shoulder, arthritis of the knee joint
disease (diagnosed)
Unaccountable headache and dizziness, and
panic attack
Onur 20 Single Undergraduate Faculty of arts Abnormalities in the number of neutropenia in Physicians suspicion that he has a serious
student and sciences his blood value illness due to an abnormality in neutropenia
(when he was 11™" grade)

Fadime 45 Married Primary school Housewife (but Anxiety disorder (diagnosed), Five years ago, a physician said to her that
(having 2 graduate helping her the pimple on her leg should be removed in
children) husband who Panic attack, the wound on her leg that she a big hospital. Also, after the removal, she

was hawker) thought it is cancerous, tingling in her hands could not get a straight answer from
physicians in terms of whether there is a
risk of cancer or not.

Beren 20 Single Undergraduate Faculty of Generalized anxiety disorder, post-herpetic Being diagnosed as genital herpes (one

student management neuralgia (diagnosed) year ago)

Panic attack




Table 3 (Cont’d). Demographic Characteristics of the Participants

Participant Age Marital Education Department of Current complaints Event/s associated with the onset of
Name Status Education, anxiety
Occupation or
Job
Demet 29 Single Bachelor’s Teacher of Throat ache (thought that she has throat Facial paralysis in 2008
degree mentally cancer)
handicapped
Sevil 21 Single Undergraduate Faculty of arts Anxiety disorder, obsessive-compulsive Death of her cousin (for death anxiety)
student and science disorder, depression (diagnosed) Recurrent cancer of her aunt (for health
anxiety)
Fear to be cancer and losing individuals close
to her
Ada 21 Single Undergraduate Faculty of Anxiety disorder (diagnosed) No specific event
® student management
Fear of cancer
Oykii 28 Single Graduate Faculty of Hip fracture, femoroacetabular impingement Health problems after a traffic accident
student architecture syndrome, varicose veins, kidney gravel,
hyperlaxity, Morton’s neuroma, uterine fibroids
Melis 27 Single Ph.D. Student Research Panic Misdiagnosed malignant melanoma in 2015
Assistant
Duru 28 Single Ph.D. Student Research lliness anxiety disorder, various infections Minor health problems but “traumatic
Assistant (diagnosed) experiences” such as entering the
operating room without sedation
Panic attack
irem 31 Married Graduate Instructor The health obsession, Anxiety Disorder Expelling kidney stones and cyst found in
(diagnosed) her breast
Fear of cancer, panic, worries about persistent
pain, chronic wounds, or about menstrual
irregularities
Kibra 22 Single Undergraduate Medical Faculty Anxiety disorder (diagnosed) Her mother’s difficult pregnancy and the
Student postpartum period, her brother’s falling out

Thinking that having a bulk in her spinal cord,
fear of cancer

of bed while she was cradling him




2.3.2. Short Health Anxiety Inventory

Short Health Anxiety Inventory (SHAI), which was developed by Salkovskis, Rimes, Warwick,
and Clark (2002), consists of 18 items related to worry about health, awareness of bodily
sensations or changes and feared consequences of having an illness. For each item,
participants are asked to select one of the four statements reflecting their feelings best for the
past six months. This instrument assesses health anxiety regardless of the condition of
physical health (Abramowitz, Deacon, & Valentiner, 2007). A 4-point Likert type scale is used
for scoring responses: 0 indicates no symptoms, 1 indicates mild symptoms, 2 indicates
severe symptoms, and 3 indicates very severe symptoms (that is a clinical form of
hypochondriasis). When a participant chooses more than one statement, the higher one is
used for analysis (Kocjan, 2016). According to studies, the internal consistency reliability of
the 18-item SHAI ranges between .74 and .96, indicating good to excellent reliability (Alberts,
Hadjistavropoulos, Jones, & Sharpe, 2013). The correlation between the SHAI and health
anxiety measure was statistically stronger than the correlation of the inventory with the other
measures like anxiety and worry, depression, or social anxiety; thus, SHAI had convergent
validity. Moreover, since the correlation between the SHAI and medical status was weaker
than the correlations of SHAI with measures of anxiety vulnerability, anxiety and worry, and
depression, divergent validity of it was supported (Alberts, Hadjistavropoulos, Jones, &
Sharpe, 2013). The inventory was adapted to Turkish by Aydemir, Kirpinar, Sati, Uykur, and
Cengisiz (2013). The Cronbach’s alpha coefficient for the Turkish version of the scale was .91,
which indicated a good reliability. Also, the correlation of the Turkish SHAI with other related
scales such as the Hamilton Depression Scale evaluating hypochondriasis, varied between
moderate to high values, which illustrated the validity of the adapted inventory (Aydemir et al.,
2013). The Cronbach’s alpha coefficient for the current study was .69 and it was very close to
the acceptable value, which is .70 (Cortina, 1993). The sample size was smaller than the
suggested minimum small sample size required to test Cronbach’s alpha (Yurdagul, 2008;

Conroy, 2015) and it may be the reason why the obtained value did not indicate good reliability.

2.4. Procedure

The ethical approval was received from the Human Subjects Ethics Committee of the Middle
East Technical University (see Appendix A). The informed consent form (see Appendix B) to
inform the participants about the study and to ensure confidentiality, the demographic
information form (see Appendix C), and the Turkish version of the Health Anxiety Inventory
(see Appendix D) were sent via an e-mail to the most of the potential participants. Due to
practical reasons, three participants were given the hard copy of the questionnaire sets.
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After the data were collected from the potential participants, the participants who were going
to be interviewed were determined. The data of the study were collected via face to face
semi-structured interviews (see Appendix E for the interview questions). Bearing the
interview questions in mind, the researcher tried to be open to emerging topics and provided
a comfortable environment to the participants where they can speak freely. Each person
was interviewed only once, and the place of the interview changed depending on the
convenience of the participant. To state more clearly, student participants and one
participant who was not working came to the Middle East Technical University, where the
researcher was studying. The other participants, who were working, were interviewed in their
workplace. Participants were informed that they could leave the study whenever they want
to do so. The interviews were tape-recorded, and participants were pre-informed about that
procedure in the informed consent form. The interviews lasted between 50 minutes and 2
hours, with an average of 75 minutes. At the end of the interviews, the participants who were
not getting professional help were told if they ask for a referral to a specialist. Those who
asked for a referral were informed about AYNA Clinical Psychology Unit of Psychology
Department at METU.

2.5. Data Analysis

Analyses were done according to the principles of IPA (Smith & Osborn, 2003). IPA’s
philosophy is based on phenomenology and ideography (Smith, Flowers, & Larkin, 2009); so,
the detailed examination of each case and analyzing them separately before working up to
more general categorization were required. Initially, the audio records of the first interview was
transcribed. This transcript was read several times to capture a holistic idea about the
participant and while doing this, some notes including the comments and thoughts of the
researcher were taken on the left margin of the transcripts. Then, the initial notes were
transformed into the emergent themes and these themes were written on the right margin. As
a next step, the connections of the themes were examined, and the related ones were
clustered to attain subordinate and superordinate themes. After constituting subordinate and
superordinate themes for the first case, the same procedure was repeated for each case. As
a result of cross-case comparisons, four superordinate themes emerged. ‘Causal attributions
of health anxiety: loss at the core as an unsettled matter’, ‘Being drawn into the vortex of the
symptom’, ‘An endless call to an expert for naming own experiences and eliminating
uncertainty’, and Every cloud has a silver lining: Benefits of being/feeling ill’ were the final

themes.
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2.6. Trustworthiness of the Study and Reflexivity

The quality of research has been indicated by expressions such as reliability and validity in
guantitative studies, whereas in the qualitative studies, this is often referred to as
“trustworthiness”. Although there is a controversy about the constituents of trustworthiness,
there are some strategies accepted by many qualitative researchers to increase the
trustworthiness of the study (Connelly, 2016).

Bracketing is an important part of qualitative researches which suggests the researcher to put
aside his/her existing beliefs, values, knowledge, and experiences to increase the credibility
of qualitative research. However, the Interpretative Phenomenological Analysis approach
emphasizes the researcher’s evaluation of the participants’ interpretation, so the researcher’s
preunderstanding has already been acknowledged. As a result, the perspective of the
researcher could not be totally bracketed (Koch, 1995). Moreover, being entirely objective is
not possible in qualitative researches (Crotty, 1996, as cited in Chan, Fung, & Chien, 2013),
because the perspective of the researcher unconsciously hinders his/her approach to the
research topic (Parahoo, 2006). Nonetheless, there are some strategies to strengthen the
trustworthiness of the study. First of all, researchers should be aware of their own perspective,
because it may influence the whole research process. The researcher’s explanation about the
potential bias is called “reflexivity”. In this regard, | explained my theoretical approach and
personal experiences about the subject of this dissertation.

| am a 30-year-old woman and | am studying for a Ph.D. in clinical psychology area. As a part
of my education, | conduct psychotherapy, as well. | have been studying on Lacanian
Psychoanalysis for three and a half years. Thus, my point of view towards psychological
notions and psychopathology is influenced by Lacanian approach. In Lacanian theory, “real”
is defined as ungraspable and impossible; so each subject has its reality that is different
from the real (Evans, 1996). For this reason, this approach seems suitable to the underlying
rationale of qualitative analysis which deals with the way the participants give meaning to
the phenomena, and the way they perceive and experience them. Therefore, qualitative

research orientation matches with my clinical orientation.

Moreover, unlike a psychiatric point of view, Lacan did not make a classification like normal
and pathological; on the contrary, he emphasized the continuum between them, and the
complexity of subjects (Romanowicz & Moncayo, 2014). Instead of many diagnostic
categories, Lacan identified three main distinctive clinical structures; neurosis, perversion, and
psychosis indicating the position of the subject in relation to Other and lack (Feher-Gurewich,
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2003). All the other remaining categories can be evaluated as symptoms rather than separate
categories, although the nature of symptoms changes in the structure they appeared.
Considering the difficulty of placing the individuals with hypochondriac complaints into one
category due to the lack of clear cut direction, this approach seems meaningful. All in all, | can
summarize my approach to hypochondriasis as such that | did not focus on the diagnosis of
participants but | thought that it is a symptom that can be discussed within a more general
structure. Therefore, in the participant selection process, the diagnosis was not my primary
concern; | selected the individuals with high health anxiety and also who were claiming that

they are highly anxious about their health status.

Besides my theoretical standpoint, individuals with health anxiety are an important part of life.
My mother is an anxious individual about her health. Despite not as worried as my mother, my
sister is also preoccupied with health issues. For this reason, in the interviews, sometimes |
felt that | was interviewing my family members, and from time to time, | noticed that | put myself
in shoes of their children or other family members. Due to the possible reflection of my feelings,
such as sadness and anger, into the research process, being familiar with the research subject
might be disadvantageous. But, on the other hand, having a personal interest, taking notes
about my feelings and their reflection on the research (called “reflexive diary”), and considering
those notes both in conducting interviews and their analyses could be advantages of being an

insider.

During the interviews, | also noticed that | experienced more health problems than | normally
do. For example, | had to postpone the appointment with a participant to the next week due to
temporary hoarseness. Also, in another interview, | had to take a short break due to a coughing
fit. I thought that while being in interaction with someone who has complaints related to health,
I might be similarly developing somatic complaints to cope with the feelings that awaken in

me.

In addition to being aware of the possible effects of personal standpoint on the research
process, collecting data through semi-structured face-to-face interviews was another
suggested strategy to increase the credibility of the research (Chan, Fung, & Chien, 2013).
The semi-structured nature of interviews requires the researcher to listen to the participants in
a focused manner and to enable them to talk about the topics that he/she brings, without being
limited to the pre-prepared questions. Also, as suggested by Chan and her colleagues,
throughout the process of the data collection and evaluation of interviews, | stayed back from

doing a literature review to protect my curiosity and to be open-minded.
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Furthermore, in the process of constituting the themes, the initial evaluations made on the
transcripts of the participants were discussed with the thesis advisor and then the emergent
themes with their direct quotations were discussed with a research team to make the research
process transparent. This team consists of the researcher and two Ph.D. candidates in clinical
psychology who were conducting qualitative studies, as well. Also, the thesis monitoring
committee followed the research process beginning from specifying the topic of the research
to the constitution of the themes. Hence, discussions in those meetings were taken into

consideration during the data collection and analysis process.
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CHAPTER 3

RESULTS

As a result of the interpretative phenomenological analysis of 14 cases, four superordinate
themes emerged: the first theme was ‘Causal attributions of health anxiety: loss at the core as
an unfinished business’, the second theme was ‘Being drawn into the vortex of symptom’, the
third theme was ‘An endless call to an expert for naming own experiences and eliminating

uncertainty’, and the fourth theme was ‘Every cloud has a silver lining: Benefits of being/feeling
ilr.

Table 4. Superordinate and Subordinate Themes Emerged as a Result of Interpretative
Phenomenological Analysis

1. Causal attributions of health anxiety: Loss at the core as an unfinished business

1.1. Loss related anxiety “running in the family”
1.2. Being already anxious about the loss
1.3. Experiencing/observing/anticipation of a loss

2. Being drawn into the vortex of the symptom
2.1. Health-related career choice
2.2.  Preoccupation with precautionary behaviours
2.3. A priori thinking

3.  An endless call to an expert for naming own experiences and eliminating
uncertainty

4. Every cloud has a silver lining: Benefits of being/feeling ill
4.1. Receiving attention and care

4.2. Health anxiety itself a coping mechanism with other life difficulties
4.3. Rearrangement of priorities and relief from responsibilities: My health above all else

3.2.1. Causal Attributions of Health Anxiety: Loss at the Core as an Unfinished
Business

All participants were asked when and how their health concerns began and under which

conditions these complaints increased to understand which factors contributed to the onset of
health anxiety.
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Having an anxious parental figure was stated by participants as one of the contributing factors
to their health anxiety. The parents and sometimes the grandparents were described as
anxious in general or specifically anxious about health issues. The emphasis on the
transmission of anxiety from one generation to the other was sometimes too strong as if there

was almost a “genetic heritage” of anxiety. For example, Kibra said:

(...) How should I say this my uncles, my uncle has it too. For example, one of
my uncles doesn’t have such a thing but we use the same medicine. For
example, he also uses Paxera, he also has some obsessive things like this.
None of ours is like a disorder | mean, how should | say it, not to the extent
that it greatly affects our daily lives, but there are many in our family who use
it. | wonder if we have a genetic inclination as well because my grandmother
also uses it. They (physicians) gave it so that she could relax because she
was very tense.

(...) Nasil desem ya dayilarim dayimda da var mesela bir dayimda da béyle
bir sey yok ama onda da onunla ayni ilaci kullaniyoruz. Mesela o da Paxera
kullaniyor ben de onun da bazi béyle obsesif seyi var. Ya hi¢ birimizinki béyle
hastalik yani nasil desem giinliik hayatimizi etki agiri etkileyecek boyutta degil
ama ailemizde ¢ok kullanan var acaba diyorum genetik bir yatkinligimiz da mi
var ¢linkii anneannem de kullaniyor o da ¢ok gergin oldugu igin rahatlamasi
igin verdiler.

This transmission from one generation to another was considered to be essentially the
transmission of anxiety about loss that seems to be unresolved. Duru mentioned her parents’
anxiety and said that her sister did also show a similar pattern. As seen in her statements
below, her father’s and her mother’s anxiety started after the loss of their mothers. Thus, she

attributed the beginning of her parents’ health anxieties to their experiences of loss.

(...) I lost both my grandmothers to cancer, and recently my aunt’s husband
also died of cancer. | never saw my grandmothers, but I think there is a familial
transfer because my father suffers from panic attacks and my mother is
likewise anxious about illnesses. They have similar anxieties. Both my
mother's mother and my father’'s mother, I mean both their mothers died
around the same time. One died of breast cancer and the other of uterine
cancer and my parents were with them when this happened. They witnessed
the whole thing including the final moment. My father’s panic attack began
when he lost his mother, and my mother’s panic attack began when she lost
her mother. My sister has some minor problems such as these. From what |
can gather on my own, | suspect familial transfer as well because as my age
advances, as a reach 30, | also began to display uncontrollable and similar
panic attacks and anxiety disorders.

(...) Anneannemi ve babaannemi kanserden kaybettim, yakin zamanda
enistemi de kanserden kaybettim. Anneannemi ve babaannemi hi¢ gérmedim
yani ama sanirim aile aktarimi var ¢linki benim babam panik atak hastasi
annemde de ayni sekilde hastalik kaygilari var. Benzer hastalik kaygilari var.
Annemin de babamin da annesi yani ikisinin de annesi ayni zamanlarda asagi
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yukari vefat ettiler. Birisi meme, birisi rahim kanseri ve ikisinin de yaninda
kaybediyorlar annesini ve babasini. Baya seyi goriiyorlar yani gérmesinin yani
sira gidigine sahit oluyorlar. Babamin panik atagi anneyi kaybettigi yasta,
annemin panik atagi da annesini kaybettigi yasta bagladi. Ablamda da ufak
tefek béyle problemler var. Ben benim kendi ¢ikarimim aile aktariminin da
oldugundan siipheleniyorum ¢linkii sey yasim ilerledikge benim de 30'a dogru
ilerledikge kontrol edilemez bir benzer panik atak ve anksiyete bozukluklari
gostermeye basladim.

Furthermore, Duru stated that her cousin bears a striking resemblance to her in terms of health
anxiety. The onset of her cousin’s anxiety was associated by Duru with her separation from

the family due to being appointed for work.

By the way, my cousin is experiencing the same thing as | am, the same
symptoms, my cousin also has the same things. | think this is also a genetic
transfer, exactly the same as mine. It's completely the same. It's completely
the same. My cousin’s father also died of cancer. It started before my cousin’s
father died. My cousin left the parents and was assigned to another city. It
started afterwards. Both of ours similarly began when we left our parents.

Bu arada benimle ayni seyi kuzenim yagiyor ayni semptomlar ayni seyler
kuzenimde de var, onun igin genetik bir gegis oldugunu ddigiiniiyorum ben de
birebir ayni. Tamamen birebir. Onun da babasini iste kanserden kaybetti,
babasini kanserden kaybetmeden 6nce bagsladi. Ailesinin yanindan ayrilip
farkli bir sehre atandi, aileden ayrildiginda bagladi onun da benim de aileden
ayrildigimda baglamigti ayni sekilde.

lllustrating how anxiety was rooted in the family, Beren said that her mother and her
grandmother have always been more anxious individuals compared to the parents of her
friends. Their anxiety levels increased especially when her mother was diagnosed with breast
cancer when Beren was in the 5th class. According to her expressions, Beren did not lose her
self-control at that time and her mother also tried to minimize the effects of her illness on her
daughter’s life. However, when the whole treatment process was over, the anxiety levels of
both her mother and her grandmother increased, and her grandmother's overprotective
attitude was directed to her. She also stated that she eventually became a person resembling
her mother and her grandmother, although she did not want to be like that. The following
extracts illustrated how the fear of losing loved ones such as children or grandchildren was

rooted in the family background of Beren.

(...) Let me talk about what kind of person my grandmother is, you know, she
is worse than my mother (smiles), you know, just a little bit... | think it's
because of, well, her family structure, and she comes from one of those old
large families. You know how in those times there is such a thing as raising a
child isolated from everything and even in the smallest things reacting like “Oh
my child mustn’t get sick, oh nothing must happen, oh she mustn’t eat this and
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that.” You know, she has this thing about raising her isolated from everything.
Like “I'll raise my granddaughters and daughters isolated from everything,
protect them.” My grandmother has such a disposition, and this reflected on
me as well. You know, when | went to work and these healthy homemade
things... She would always warn me like “Don’t eat this, don’t eat that.” and
stuff. Especially after my mother’s cancer period, this time this thing started to
shift a little towards me, you know, because my mother and | are related to
the first degree and | carry that risk as well. You know “Oh nothing must
happen to Beren”, this time was aimed directly at me especially from my
grandmother and mother. The reason | constantly mention them is because
that is the biggest factor. You know, they began to experience this extreme
health anxiety both due to my mother’s illness and due to “Nothing must
happen to Beren.” For example, even in the smallest thing | receive this state
of panic. When my throat gets swollen, my left lymph nodes swell as a natural
defense mechanism, during my childhood or teenage years, my mother
immediately panics saying “Your lymph are swollen, why did it get swollen,
why did this happen.” You know, for example, she feels something hard
somewhere on my body or something as simple and she panics and tells my
grandmother and my grandmother panics even more and tells us to
immediately go to the doctor.

Early on of course they had this protective disposition but because it wasn’t
due to any illness as serious as cancer, it was at a normal level. Still, for
example, when | talked with my other friends, | think at that time that ours was
still a little too much. Because, | don’t know, my mother wouldn’t let us buy
any Nutella, chocolate, or anything you know children love it but | shouldn’t
eat it. So, on the one hand | didn’t have any of those habits, which is good for
me, but the biggest short-coming is that, in my adulthood, these have been
coded in my brain in such away that | am starting to resemble them even
if | don’t want to.

(...) Anneannem de s6yle bir insan ondan da bahsedeyim hani o annemden
daha da fenadir (giiliimstiyor) béyle hani birazcik... Ben seyden oldugunu
duslntyorum hani onun da aile yapisindan ve bdyle eskilerin kalabalik
ailelerinden gelen bir insan. O zamanlar béyle ¢ok sey en kii¢lik bir seyde
béyle “Aman ¢ocugum hasta olmasin, aman ona bir sey olmasin, aman sunu
yemesin, aman bunu yemesin.” hani. Onu béyle her seyden izole bir sekilde
bliyttmek gibi bir seyi var torunlarini kizlarini. Hani “Her seyden izole edeyim,
koruyayim.” béyle bir yapisi var anneannemin. Ve hani bu bana da yansiyordu
hani béyle iste gittigimde boyle saglikli seyler hani béyle ev yapimi seyler hep
uyariyordu iste béyle onlari yeme bunlari yeme falan vesaire. Ama annemin
kanser stirecinden sonra ézellikle bu sefer birazcik bu sey bana kaymaya
basladi hani sonugta annem 1. dereceden bir yakinligim var bende de risk var
sonucgta. Hani “Aman Beren'e bir sey olmasin.”, bu sefer direkt bu sey bana
anneannem ve annem 06zellikle hani béyle onlar tarafindan siirekli onlardan
bahsetmemin sebebi en bliylik etkenlerin o olmasi hani béyle agiri bir saglk
kaygisina girdiler onlar hem annemin hastaligindan kaynakli hem de bu sefer
“Beren’e bir sey olmasin.” Hani mesela en kiigiik bir seyde bdyle bir panik hali.
Atiyorum benim bogazlarim sistiginde su sol lenfim birazcik siser hani dogal
olarak viicudun savunma mekanizmasi ama mesela her béyle bir hastaligim
oldugunda iste cocukken veya ergenlik dénemimde annem béyle hemen
oraya bakip “Lenfin sismis!” hemen bdyle bir panik, “Neden lenfi sisti, neden
béyle oldu.” Veya hani atiyorum bir yerimde bir sertlik geldi eline veya basit
bir sey hemen bdyle bir panic, “Aman noldu”, anneanneme séyler anneannem
daha fena panik hemen doktora gidin.
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Oncesinde séyle hani elbet béyle korumaci bir yapilari vardi ama hani sonugta
hani boyle bir kanser adi altinda bir hastalik veya bu kadar ciddi bir hastalik
olmadigi igin normal diizeydeydi. Ama yine mesela konustugumda diger
arkadaslarimla hani o dénemlerde hani benimkilerin yine birazcik fazla
oldugunu disiiniyorum. Clinkii béyle ne bileyim eve atiyorum annem béyle
nutella falan aldirmazdi hani ¢ocuklar ¢cok sever nutella cikolata falan hani
yemeyim ben diye hani bir yanim o zararli aligkanliklari kiiglik yasta
edinmedim bunun faydali bir yani var ama bunun iste en bliylik eksigi bu sefer
benim yetiskinlik dénemimde bunlar beynime éyle bir kodlanmis ki ne
kadar istemesem de ben onlara benzemeye basliyorum.

Furthermore, while talking about what was going on in her life at the time of increase in her
health anxiety, Gizem said that her family moved to another city. Gizem, associated the
increase in her health anxiety with separation from her family and the process of becoming an
individual. When she stated that this anxiety is period-specific, she was asked what it meant,

and she replied:

(...) I'live alone, separate from my mother and father, and feel more grown up,
you know, trying to make a life for myself. It's no longer, you know, “l go to
school, | come home, my mother and father send money, and I'll keep living
like this.” You know this period is when I'm really starting to become an
individual and it involves coming to terms with death and experiencing its
awareness. | think this feels to me like a painful transition into maturity.

(...) Hani yalniz kaliyorum annem babamdan ayriyim daha blylimis
hissediyorum igte kendime bir hayat kurmaya ¢alisiyorum. Artik sey degil yani
hani “Okula giderim, okuldan gelirim, iste parami annem babam yollar,
hayatima bu sekilde devam ederim.” degil. Hani gercekten birey olmaya
basladigim bir stire¢ ve bu stirecgte 6liimle ylizlesmek de bunun farkindaligini
yasamak da var bence. Yani bu sey gibi geliyor olgunluga gecerken biraz
sancili gecis gibi geliyor bana.

As seen in the extract above, loss does not only refer to death but also to separation process.
Gizem also pointed out the similarity between her mother and herself in terms of fear of illness,
and she said “My mother is also a bit like me, she is also afraid of sickness and such.” (“Annem
de biraz benim gibi bir insan, o da ¢ok korkar hastaliklardan falan.”) More importantly, she

explained the similarity between herself and her mother in terms of fear of separation.

Yes (laughing) my mother, my mother is a little like me. She also cries
instantly, for example when we speak, she instantly cries, | mean, she is also
emotional. She also fears separation. She lost her father at a young age and
my grandmother is a little, well, cold. | mean all the love and compassion
towards my mother came from my grandfather.

(--.) My mother was left alone, for instance, when | went to school here and
we lived in Ankara for a period, | mean at that time my mother also had surgery
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and stuff, everything came one after the other, and my mother missing my
father and thus being grumpy, and being really upset when sending my father
and all that stuff. All of this of course, | mean, is a constant reminder of how
difficult it is to separate from someone, because him leaving was difficult
and my mother couldn’t get over it for a long time.

Evet (gliliiyor) annem biraz annem de benim gibi. O da hemen aglar mesela
konussak hemen agdlar yani sey o da duygusal. Ayrilmaktan o da korkar, o da
mesela babasini erken yasta kaybetmis anneannem biraz sey soguk bir
kadin, yani sey degil. Biitiin sevgi ve sefkat dedemden geliyormus anneme.

(...) Annem yalniz kaldi mesela bir siire ben burada okula gittigim igin
Ankara’da yasadigimiz igin yani annem o zaman ayni zamanda ameliyat
olmustu sey olmustu falan her sey (st (iste geldi ve annemin o babami ézleyip
aksilesmesi babami yollarken ¢ok (iziilmesi falan. Hepsi tabi yani sey
birilerinden ayrilmanin ne kadar zor oldugunu sey yapiyor siirekli
hatirlatiyor yani ciinkii onun gitmesi zor bir seydi annem igin uzun siire
atlatamad yani.

Concerning the emergence of health anxiety, some participants indicated their predisposition
to be anxious about loss even if not specific to health anxiety. Sevil, for instance, explained
that although not focusing on health, she had obsessions when she was in primary school.
The below extracts belonging to her showed that her obsessions were once again about death.

She was afraid of losing someone close to her.

Not particularly about health, but during primary school | had some obessions
such as “I'll have an accident if | don’t open this door while the car is going
fast.” Yes, when | say it now it was actually about death even then. You know,
if | don’t open this door, someone inside this car is going to die, and | would
open the door while the car was going fast. | had things like that.

(...) I remember even having it during middle school. When someone would
come and just touch my desk, | would yell at them saying “What are you doing,
move your hand”. And | wipe the whole desk with a wet napkin and after
cleaning where they touched | would not use the napkin anywhere else as if
the germs on that hand would spread if | touched anything else. (...) Besides,
there were things like germs spreading, | was directly afraid of death rather
than illness and similarly losing people closest to me.

likokulda séyle saglikla ilgili yoktu ama bazi takintilarim vardi mesela “Araba
hizli sekilde giderken eger ben bu kapilyr agmazsam kaza yapicam.” Evet,
simdi séyleyince orda da aslinda 6liimle ilgili. Hani bu kapiyr agmazsam birisi
6lecek bu arabanin iginden diye ve araba hizli giderken kapiyi ag¢iyordum
falan. Béyle seylerim vardi.

(...) Ortaokuldayken falan da vardi hatirliyorum birisi gelip benim sirama $éyle
elini dokundugu anda ona bagiriyordum “Ne yapiyorsun, elini gek diyordum.”
Ve i1slak mendille tim sirayi siliyordum ve onun elinin deddigi yeri sildikten
sonra islak mendili baska hicbir yere dokundurmuyordum sanki elindeki
mikrop tekrar bir yere dokundursam yayilacak gibi. (...) Zaten mikrop bulasma
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o tarz seyler vardi direkt 6liimden korkuyordum hastaliktan ziyade en
yakinlarimi kaybetmekten ayni sekilde.

Related with this subtheme, during the interview with Gizem, she remembered an incident
belonging to her childhood. She saw that having the hair dyed causes cancer in the news and

then she called her mother in tears and asked her not to dye her hair anymore.

| just remembered, for example, when | was little, this one time | saw on the
news that dying hair caused cancer, but | was like 6 years old. | was with my
aunts in Mersin and | called my mother and with tears asked her to please not
dye her hair anymore as it caused cancer. Now that | think about it, it seems |
was afraid even back then.

Bir de simdi aklima geldi mesela kliglikken bir kere haberlerde sag boyasinin
kanser yaptigini gérmiistiim ama o zaman yani 6 yasinda falanim bdyle.
Mersin'de halalarimla birlikteydim telefonla aradim annemi ve aglayarak liitfen
bir daha sagini boyatma kanser yapiyor dedim. Demek ki o zamanlar da
korkuyormusum simdi diigdiniince.

While talking about her health anxiety, Gizem also said how her already existing fear of death
and the death of her aunt’s husband affected her anxiety. She stated that she was afraid to
die because of cancer or any illness that may lead to disability or deformation and to lose her
parents due to an iliness. As an influential factor, she explained that her aunt’s husband died
due to lung cancer and she could observe all the difficulties he experienced. Relating death
with illnesses and being afraid of suffering from cancer other disabling illnesses were very

common among participants.

Actually, after the death of my aunt’s husband, you know with my mother, |
was always afraid of losing my parents when | was a child. After the death of
my aunt’s husband | realized something could happen to me as well, but it
wasn't this intense. | think it started to intensify after the 12th grade when
combined with the fear of death. | was a bit more comfortable before that.

You know, for example, people are naturally afraid of their own death or
something happening to them. For example, the thing | was afraid of most was
having cancer, that terrifies me. My aunt’s husband had cancer when | was in
the 9th, no, 8th grade. He died when | was in primary school. It seems to me
like that affected me a little.

Ya aslinda enigtemin vefatindan sonra hani annem ya hep aslinda kii¢likken
annemle babami kaybetmekten hep ¢ok korkardim. Enistemin vefatindan
sonra kendime de bir sey olabilecegini anladim ama bu kadar yogun degildi.
Sanirrm 12. sinif sdrecinden sonra ¢ok yogunlagti hani 6liim korkusuyla
birlegince. Ondan 6ncesinde biraz daha rahattim.

Yani mesela insan kendi 6limiinden korkuyor dogal olarak ya da basina bir
sey gelmesinden. Ornegin, iste benim en ¢ok korktugum gsey kanser olmak,
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ondan c¢ok korkuyorum. Enistem kanser olmustu ben 9. yok 8. siniftayken,
ilkokuldayken vefat etti o dénem. O biraz etkiledi gibi geliyor bana kendimi.

Since she especially underlined that her health concerns increased when she was in the 12th
grade, she was asked about what happened in that period. She stated that her mother had a
surgery due to a cyst exploding in her ovaries and her parents moved to another city due to
her father’s job, while they were all living in Ankara together. She said that after her mother’s
health problem, she began to worry that something similar would happen to her. Thus, her
mother’s surgery did also affect her.

Also my mother would, for example, my periods were painful and | would
constantly go to a doctor about cysts. My mother had her ovaries removed
due to a bursting cyst when | was in 12th grade. After that, this increased with
me and | go to the doctor every month. Every month | go to a gynecologist
and have them check for cysts just to be cautious and make sure nothing
happens.

Bir de annem de sey mesela regllerim ¢ok sancili gegiyor siirekli kistle ilgili
doktora gidip geliyorum. Annem ben 12. siniftayken yumurtaliklarini aldirdi
kist patladi. Ondan sonra da cok artti bende hani sirekli her ay doktora
gidiyordum. Her ay béyle sey kadin dogumcuya gidip benim kistim mi var
bakin bir sey olmasin dikkat edelim falan filan.

The interaction between the predisposition to be anxious and experiencing an event related to
loss was also spoken out by Duru. She told that she was already an anxious person and she
stated that her anxiety increases after her friend got cancer diagnosis and when a doctor

misdiagnosed herself with lymph cancer.

(...) Some 3 months ago my lymphs swole and | have a fear of cancer. My
greatest fear is cancer. | had learned that a close friend of mine was diagnosed
with cancer and when | went to the doctor after the swelling, the doctor
immediately diagnosed me with lymphoma without doing any blood tests or
anything particular. | was already a person with anxiety. After that my
anxiety went through the roof.

(...) Bundan bi 3 ay énce lenflerim sisti ya benim kanser korkum var. En biy(ik
korkum kanser. Yakin bir arkadasimin Oéncelikle kanser teghisi aldigini
6grendim ardindan da doktora gittigimde lenflerim sistiginde direkt olarak sey
dedi bana lenfoma teghisi koydu kan testi ve belirli bir seyler yapmadan. Ben
zaten anksiyetesi olan bir insandim. Ondan sonra anksiyetem ayyuka ¢iktl.

In a similar way to Gizem and Duru, most of the participants also explicitly associated the
emergence of their health-related concerns to experiencing, observing and/or anticipating a

loss and the difficulties associated with those experiences. Some of them had an illness

42



experience themselves and they related their health anxiety with the iliness itself or with the
illness-related procedures. They established the association between illness and anxiety not
only through the possibility of losing their lives but also losing their independence, power, and
dignity. Ali, for example, stated that his anxiety began with his gastric bleeding. He suffered
from it when he was 27 years old. When he was in the emergency service of the hospital to
receive treatment, two individuals in the service died and that triggered his fear of death. He
also said that he was afraid of experiencing similar health problems and medical procedures

again.

Researcher: What about that incident (suffering gastric bleeding and later
witnessing deaths in the hospital) affected you this much?

A: I mean lying there in a hospital environment, | don’t know how to explain
this, I mean the fear of death. After that, lying in that hospital again, getting a
serum, an endoscopy, a colonoscopy all seem like torture to a person.

Arastirmaci: O olayin (mide kanamasi gegirmesi ve sonrasinda hastanede
Oliimlere sahit olmasi) nesi sizi bu kadar etkiledi?

A: Yani hastane ortaminda yatmak o yani bilmiyorum ki nasil anlatsam yani
6liim korkusu. Ondan sonra yine bu hastanede yatacaksin serum yiyeceksin,
endoskopi, kolonoskopi eziyet gibi geliyor insana.

Moreover, he emphasized that his greatest fear is to become unable and to lose his dignity
since he could not work for one year due to his health problems at that time and he thought

that his relatives waited for his fall.

Now | send my children to a private school and | don’t have a second source
of income. My wife doesn’t work, | have no one, | mean | do these with one
salary and my environment looks at me speculating what if | get sick again
and suffer through these again. Constant illness (as | think of it) is like being
bedridden all the time.

Simdi ben gocuklarimi falan 6zel okulda okutuyorum mesela o seyden ikinci
bir kaynagim yok. Egim g¢alismiyor, yani kimsem yok, yani ben tek maasla
bunlari sey ediyorum ve etrafim bana seyle bakiyor nazari gbzliyle bakiyor
iste tekrar hastalanirsam iste bu seylere diisersem gibisinden. Siirekli hastalik
(dlsiintiyorum) siirekli yatalak gibi oluyorsun ¢lnkii.

Demet explained the onset of her health anxiety came after she suffered from facial paralysis,
yet she did not indicate her health problem as the reason for her anxiety. She told that at that
year she graduated from university and she felt pressure from her brothers about finding a
good job and being successful. She said that she could not cope with these circumstances,

and her health “obsessions” began. When she was talking about the meaning of iliness, on
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the other hand, she associated illness with incapableness. She mentioned her biggest fear as
getting sick and being in need of care. When she was asked what incapability reminds her,
she explicated that her father suffered from a stroke and lost his capabilities even the basic
ones such as speaking. After this illness of her father, her mother gave all her attention to him
and Demet said she felt very lonely at that time. In this case, Demet lost her mother’s attention

as well as the powerful parental figure.

(...) I don’t want to be helpless. | mean | know that situation so well | mean
honestly it could be like this, now that you ask. When | was 6 years old, my
father suddenly became paralyzed. He was a mountain of a man, a manager,
his social life, umm, | mean he was that kind of guy. He is an angry, furious
type, but he is an all aspects a dad. You know, he was huge. Then, suddenly,
he suffered paralysis in the brain due to high blood pressure and sudden
shocks of sadness. My mother took care of him for three years. | was 6 years
old. How long did it last? It lasted until | was in the third grade. My mother and
brothers would come to parent-teacher meetings.

(...) My father couldn’t talk. He suffered memory loss. He had been an
accountant for years, in times when there weren’t any computers. The man
who could calculate everything himself could no longer multiply two and two.
| was devastated in that period.

(...) Aciz olmak istemiyorum. Yani o durumu o kadar iginden biliyorum ki yani
séyle olabilir siz sorunca su an acikgasi ben 6 yasindayken babam felg oldu.
Aniden dag gibi bir adamdi, midirdi, sosyal hayati yani 11 ¢ok sey bir
adamdi. Babam hani sinirli 6fkeli falan bir tiptir ama tam bir babadir. Hani béyle
iri yari seydi. Bir anda yliksek tansiyondan ve ani (zlintli soklar sebebiyle
beyin felci gecirdi. Yaklasik 3 yil boyunca annem ona bakti. Ben 6
yasindaydim. Yaklasik ka¢ yasima kadar sirdd, ilkokul 3'e kadar strdii. Veli
toplantilarina falan annem abilerim gelirdi.

(...) Konugsamiyordu babam. Hafiza kaybi yasadi. Yillarin muhasebecisi
eskiden bilgisayar yok hicbir sey yok her seyi hesap kitap lzerinden yapan
adam, ikiyle ikiyi carpamiyordu yani yikildim bitiktim o dénem.

The illness, however, did not have to be “real” as in the previous interviews. For example,
Melis was mistakenly diagnosed with malignant melanoma, an aggressive type of skin cancer.
Therefore, she was terrified with the possibility of the loss of her health or even her life. While

she was explaining the reason why she was afraid especially of having cancer, she said:

Now, for example, it (cancer) may have enveloped every part of us, and
because there is no way to understand it from the outside and because it is a
more serious issue, because death is, you know, more, for example, a higher
probability.
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Su an mesela her yerimizi sarmis olabilir (kanser) ve digardan hi¢bir sekilde
anlasiimayabilecegi icin ve hani daha ciddi oldugu igin, 6liim daha sey oldugu
icin, mesela yliksek ihtimal oldugu igin.

When she believed that she had cancer, she thought that she initially tolerated it well and her
anxiety had not started yet. After a biopsy, the doctor came to recognize that he was wrong.
Then, she saw the doctor periodically for check-up only and her anxiety began in that period.

(...) (after she learned that she wasn’'t cancer) Afterwards | was going to
checkups every 6 months for a year. Now it’s once a year. | started to be afraid
that something would show up. This one time something happened. A friend
of mine’s lymph got infected. Something rough showed up here, and since I've
had surgery right here and heard the lymph, and she’s explaining this saying
I went to the doctor and the doctor felt it and did the thing with blood thinking
there isn’t anything serious. My friend never thinks of it herself, but | constantly
think of cancer, then my arm got numb.

(...) (kanser olmadigini 6grendikten sonrasi) Sonra 1 yil 6 ayda bir kontrole
gidiyordum. Simdi yilda 1 oldu. Ya bir sey ¢ikacak ya bir sey ¢ikarsa diye ¢ok
korkmaya basladim. Hatta bir kere sey oldu. Bir arkadasimin lenfleri
iltihaplanmig. Burada pitir pitir bir seyler ¢cikmis, ben de tam buradan ameliyat
oldugum igin lenfi bunu duydum anlatiyo anlatiyo anlatiyo doktora gittim, iste
elledi, kan iste gsey yapti ciddi bir sey olmadigini dlisiiniiyor. Ya onun hi¢ aklina
gelmiyor ama ben kanser dlisiiniiyorum sdirekli sonra kolum uyustu benim.

The anticipation of a loss could be the loss of the loved one, as well. Fadime said that her
psychological condition got worse due to the problems in her nuclear family. She said that his
father did not contribute to the family financially, and her mother struggled to run the
household. Her father had also alcohol problems and he was coming home drunk. When her
father came home late, he fought with his mother. Due to living in a boxy house, she witnessed
all the quarrels between them. She said that she was worrying at nights as she thought that
her mother would harm herself. Fadime told that her mother attempted suicide twice, since her
father became unbearable for her. The following dialog showed that her anxiety had a relation

with her fear of losing her mother.

(...) My father doesn’t come and the anxiety hits me. Then, he comes again
at around 12 midnight, and the fighting starts again. Of course, whenever the
fight begins, | start to follow my mother because | think she will harm herself.
Because my mother will leave us... She couldn’t stand him anymore, she
doesn’t want to deal with him, can’t deal with him. Her constitution can’t handle
itanymore. | mean, we don’t want financial support, but as soon as he comes,
he is drunk and doesn’t sleep. You know how you sniff glue and how there is
no sleep. When that happens, | worry that my mother will hurt herself. One
day | followed her as she left home. Of course, she doesn’t want to see or
hear him, and | follow her to see what she’s doing (speaks tearfully). She
reached the end of the village and kept going through this garden, without
noticing me. As she left the village | started being scared. | called to her saying
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“Mom, mom”, | said “where are you going, it's 2-3 in the middle of the night.”
“Shush” she said. At night, we're already afraid of dogs and stuff...
Researcher: So, where was she going?

F: To throw herself into the river.
Researcher: Isn’t this your mother’s second attempt?

F: Yeah, it's the second. | was 13 or 14 there. | mean, even since then, my
psychologists (psychology) are damaged. | mean | had this fear at the family
home.

(...) Babam gelmez tasa ¢bker bana. Simdi yine gene gelir saat gece 12'lere
yine baglar kavga. Eee ben kavga bagladi mi anami takip etmeye baglarim
anam kendine garez edecek diye. Cinkii annem basimizdan gidecek...
Annem g¢ekemez oldu, onu gekmek istemiyor, ¢ekemiyor, kaldiramaz oldu
biinye yani. Gegim istemiyoruz ama (eve) geldi mi de sarhogs ya yatmiyor ayni
estagfurullah tiner gcekersin de nasil 6yle yatmiyor. O Oyle olunca annem
mutlaka kendine garez edecek diye bana bir tasa ¢bker. Bir giin takip ettim
evden ¢ikiyor. Tabi, onu gérmek duymak istemiyor annem. Ben de berisinden
cikiyom arkasindan takip ediyom annemi napacak (aglamakli konuguyor).
Koyiin sonuna vardi, kbyiin sonuna vardi gidiyo bu bahgceden &6te, benden
haberi yok. Kbéyden c¢ikinca korkmaya bagladim. “Anne, annee” dedim
“Nereye gidiyon saat gece 2-3”. “Sus” dedi, “El duymasin sus.” Dedi. Gece
zaten korkuyoruz képekten mépekten korka korka...

Arastirmaci: Nereye gidiyormus yani?

F: Irmaga kendini atmaya.

Aragtirmaci: Annenizin ikinci girisimi bu degil mi?

F: Hihi ikincisi. Ben orda 13 yaginda miyim 14 yasinda miyim yani. Yani

oralardan da var psikologlarim (psikoloji) ordan bozuk. Yani baba kapisinda
bu korku vardi Ustiimde.

Ali, Gizem, and Fadime mentioned the events they witnessed that are related to death and
influenced them negatively. The person at the center of the event might be a (close) relative,
as in the case of Gizem and Fadime, but it might also be a stranger, as in the case of Ali. The
common point was that these events were significant because they evoke the fear of their own
death and the death of loved ones. For Demet, on the other hand, her father did not die but he
lost his authority and dignity after having a stroke. She was afraid of having an illness that may

affect her vital functions, daily activities and social life. She described illnesses as humiliating.

All in all, the factors contributing to the onset of health anxiety were stated as loss related
anxiety “running in the family”, being already anxious about loss and experiencing, observing,

and/or anticipation of a loss by the participants. Loss, hereby, refers to the loss of health, life

and loved one due to an illness, death or separation.
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3.2.2. Being Drawn into the Vortex of the Symptom

During the interviews, the expressions of participants pointed out how they could not stop
themselves from being drawn into the things that they complain about or are afraid of. For
example, while interviewing with the participant of the pilot study, her health-related career
choice became salient for the researcher. She was a photographer but her main interest was
childbirth photography. Although she said that she does not like to be in a hospital as a patient,
she likes to be in the operating room during birth process because it is an exciting event.
According to the results, health-related career choice or a wish to do so even if not choosing
that career were verbalized. Ali was working as a health technician in the operating room of a
hospital. He stated that he started to work in the hospital after having a gastric bleeding. When
he was asked the impact of that period on him, his response illustrated how he was negatively

affected by the environment of the hospital even though he had chosen to work there.

I mean lying there in a hospital environment, | don’t know how to explain this,
I mean the fear of death. After that, lying in that hospital again, getting a serum,
an endoscopy, a colonoscopy all seem like torture to a person. Then you have
to watch what you eat and drink as if you will go through all of that again.

Yani hastane ortamindan o yatmak, o yani bilmiyorum ki nasil anlatsam, yani
6liim korkusu. Ondan sonra yine bu hastanede yatacaksin, serum yiyeceksin,
endoskopi, kolonoskopi eziyet gibi geliyor insana. Onlar tekrar basina
gelecekmis gibi yemene igmene her seyine dikkat ediyorsun.

In the extract below, he explained the reason of why he likes his job; “being close to the doctors
from various branches” and “being like a friend with doctors”. Moreover, he stated that he gets
examined by the doctors in his workplace every 3 or 4 months and he emphasized that he

“keeps doctors near at hand” since he works at the hospital.

| do this (his job) with love. | do it willingly. It's my own choice. Maybe it's
because of this, because all the doctors are near at hand. | mean, for example,
| don’t want to work at another department. All the professors here are outside.
For example, internal diseases. | mean, I'm on good terms with all of the
doctors. There are lots of departments here like gynecology, general surgery,
urology, and plastic and, for example, otorhinolaryngology. (...) | go to
cardiology, then chest, and | can show all my blood work as it is near at hand
because I'm already in the hospital. If there is a need to show these to other
departments, for example, | go to these other departments with your
(psychiatry) referral.

Bunu (meslegini) severek yapiyorum. Isteyerek yapiyorum. Kendi tercihim.
Belki de sundan da olabilir biitiin hocalar elimin altinda. Yani mesela baska
béliimde calismak istemiyorum. Burada bltiin profesérler mesela digarida.
Mesela déhiliye. Yani bitlin hocalarla arkadas gibiyim. Burada kadin dogum,
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genel cerrahi, droloji iste plastik bir strii bélim var burada yani KBB iste
atiyorum. (...) Kardiyolojiye gidiyorum, ondan sonra gbégus, bltin kan
tahlillerim zaten hastane iginde oldugum igin, bdtin burada elimin altinda
oldugu igin gésteriyorum yani. Eger baska béliimlere gésterilmesi gerekirse
mesela sizin hocalarin (psikiyatri béliimi) ydnlendirmesiyle o béliimlere
gidiyorum.

He also stated that since he was also a medical staff, he knows what to do in case of an illness.
According to his expressions, his fear of illness was decreased when he started to work but
for the last two years it is as high as before. He explained there was an intense work pressure
although he wanted to forget about his “hypochondria” by settling down to his job. However,
when he goes away from work, he was worried that no one could help him. It can be said that

being close to the hospital environment indicates being close to the people who can help him.

A: | relax when | go outside and wander... Maybe the hospital environment,
the environment | work in, has overwhelmed me to such extent in these recent
years. There’s my environment and the children’s expenses. When | go
outside and get into the car, | just want to keep driving, you know, to forget, to
look around. But | can’t stay where | go. For example, | go to my mother’s, to
my hometown and say I'll stay there for 3-5 days. But then | think what if
something happens to me here, or this happens or that happens. Then, my
blood pressure drops.

Researcher: You mean when you go farther...

A: The point | move further. For example, | just feel like it and go to Antalya,
to Alanya and to have a vacation. When | arrive, what if something happens
to me here? No one in the hospital environment, | mean what if no one helps
me or | get sick here. What if I'm in a really bad situation. So, the next day or
even that evening | return. | suffer from this a lot.

A: Sbyle rahatliyorum ben digari ¢ikip gezdigim zaman... Belki de hastane
ortami, beni son yillarda galigtigim ortam, beni o kadar bunaltti ki. Iste gevrem,
cocuklarin masraflari. Su disari ¢iktigim zaman, arabaya bindigim zaman,
strekli kullanmak yani unutmak istiyorum cevreyi gérmek istiyorum. Ama
gittigim yerde de kalamiyorum. Mesela annemgilin yanina gidiyorum
memlekete yani, diyorum ki 3-5 giin kalicam. O zaman da diyorum ki ya
burada bana bir sey olursa, ya su olursa ya bu olursa, tansiyonum duistlyor
iste.

Arastirmaci: Uzaklastiginizda yani...

A: Uzaklastigim nokta. Mesela uzaklastigim, canim istiyor Antalya'ya
gidiyorum Alanya'ya gidiyorum tatil yapayim. Oraya indigim zaman, ya burada
bana bir sey olursa, kimse bana hastane ortamindan yani seyde kimse yardim
etmezse ya burada hastalanirsam ya ¢ok kéti duruma disersem. Bu sefer
ertesi giin tekrar belki de o aksami geri déniiyorum, ¢cok muzdaribim yani.
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Kubra was a student at a medical school. She told that her mother became pregnant with her
brother at an old age, and she had problems with her liver. At that time, Kiibra worried that his
mother would die at birth. After her mother’s health problems, she decided to be a doctor since
she did not want to pick up any “second-hand” information and she wanted to access the right

information herself. In this way, she thought that her anxiety would decrease, but it did not.

In fact, | have chosen the wrong area of expertise. | mean when we were
thinking about it as a family, we thought it would be wrong. My parents didn’t
want me to study medicine because they said | would be more afraid as |
learned. | said | wouldn’t be afraid and that | would learn the truth of things
because now all | have is hearsay. However, it didn’t turn out like that. While
my mother was sick, we were looking at the doctor expectantly, waiting for
something good to be said so we could relax. It was in that period that |
decided. Otherwise, | actually wanted to study architecture.

Aslinda c¢ok yanlig bir alan seg¢misim. Ya segerken de aslinda yanls
olabilecegini diisiinmiistiik ailece. istemedi ailem zaten tip okumami ¢iinkii
ogrendikce daha ¢ok korkacaksin dediler. Ben dedim ki 6grendik¢e korkmam,
asil hani asil sey gercegdini 6grenirim su an kulaktan dolma bilgiyle. Ama byle
olmadi. Ben annemin bu hastaliginda ya béyle doktorun agzina bakiyorduk
yani glizel bir sey sbylesin de birazcik rahatlayalim diye. Sonra o dénem karar
verdim. Yoksa ben mimarlik istiyordum aslinda.

Moreover, the following dialogue showed that in spite of the difficulty she experienced in

gynecology internship, she said that she preferred to be a gynecologist.

K: (...) During my gynecology internship, in my previous internship, something
like this happened. | mean, | was afraid. Umm, it felt like my leg was going
numb. Was it really going numb or was | imagining it, | wasn’t sure about that
either. But | was about to drop the internship. | couldn’t come to the practices.
| mean, that's how | get.

Researcher: Which department do you want to work in the future?

K: I want to be gynecologist (laughing).

K: (...) Ben igte kadin dogum stajindayken bir 6nceki stajimda bbyle bir sey
oldu, korktum yani 111 bacagim uyusuyor diye hissediyordum artik uyusuyor
mu uyugsmuyor mu ben mi uyduruyorum orasini da bilmiyorum ama béyle
baya staji falan birakacaktim gelmedim pratiklere falan hani éyle oluyorum.

Arastirmaci: Siz hangi alani istiyorsunuz ilerde?

K: Ben Kadin Dogum istiyorum (gdiliyor).

She explained that “It seems to me that only gynecologists can give good news; your child is

healthy or so.” (“Bana sey gibi geliyor tek iyi haber verebilen doktorluk kadin dogum gibi yani

49



gocugunuz saghkli falan.”) As seen both in the pilot study and in the cases of Ali and Kubra,
they all stated a positive side, such as being close to the physicians and being more
knowledgeable about health issues, of doing that job in addition to the negative connotations
of the hospital environment. These positive sides were evaluated as an effort to gain control

over.

Although Gizem did not chose such a career, she explained her need to have everything under
control and following this, she mentioned her wish to be in the hospital environment with her
loved ones to guarantee that nothing bad will happen.

G: (...) Controlling everything, being wary of everything. It seems like | would
be very happy in a hospital room with an internet connection and all the people
I love are with me. It feels like we would be really happy in a clean room where
no harm may come.

Researcher: But it is a hospital environment.

G: Yeah but you know, for example, in the same room or the kind of place with
a few rooms and we are together. What if we were together and no harm would
come from the environment, | don’t know, from earthquakes and this and that.
What if it were durable against everything? It seems like | would be really
happy. Everything would be good (laughing).

G: (...) Bir her seyi kontrol edeyim, her seyden sakinalim. Seyde olsam ¢ok
mutlu olurmusum gibi geliyor béyle bir hastane odasi béyle internet baglantim
falan var, iste blitiin sevdigim insanlar da benimle birlikte. Béyle tertemiz higbir
zarar olmayacak bir odada birlikte olsak gok mutlu olurmusuz gibi geliyor.

Aragtirmaci: Ama hastane ortami.

G: Yani ama sey mesela ayni odada nasil boyle bir yer birka¢ oda hani birlikte
olsak ¢evreden hi¢bir zarar gelmeyecek olsa. Ne bileyim depreme, suna buna
her seye dayanikli olsa. Cok mutlu olurmusum gibi geliyor. Her sey cok giizel
olabilirdi (gdliiyor).

In addition to the health-related career choice of the participants, the second salient theme
was preoccupation with precautionary behaviors including examination of the body even for
the small changes, web search to get information on and control their symptoms, frequently
going to the doctors to check their health condition and paying exaggerated attention to their
lifestyle habits such as nutrition. However, these behaviors sometimes had counterproductive

results: their anxiety level increased rather than decreased.

Beren’s health anxiety began after she was diagnosed with genital herpes. She stated that
following the healing, she started to be afraid of its recurrence. Moreover, her complaints about

her genital region continued for a while, but nothing could be found by the physicians. Then,
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she got post-herpetic neuralgia diagnosis which appeared as a consequence of genital herpes.
She clearly explained how she was receiving care of her health even more after these health

problems, however, these efforts sometimes led to unwelcome outcomes.

(...) This time it's okay, | have relaxed, you know, the diagnosis has been
given (postherpetic neuralgia). | take my medication. | am fine now, but
afterward where | used to have anxiety about that moment, now, after this
process, it started to turn into anxiety about what might happen in the future.
All right, | have a disease now and I'm in the process of treatment, but what if
this medicine loses its effectiveness in the future, what if my problems start
again, what if | get warts again afterwards because it is already a sensitive
area. How should | say this, | suffered through a serious and painful disease
and I'm really afraid of going through that again. After that, by the way, the
warts didn’t reappear. One time there was a very mild one, but | took my
medicine and it healed immediately. | never suffered it as painful as | used to.
But, like | said, this time the anxiety | felt back then evolved towards the future.
This time what started to happen was, | was already a careful person with my
food, etc. | don’'t consume unhealthy things, and by unhealthy, | mean acidic
drinks, fast food, and things with sugar. | have always been like this; “I would
watch what | eat.” But after this, “I have to keep my immune system high for
this wart not to reappear.”, so | have to really watch what | eat. This time | had
to impose the limitations | placed on myself and started to avoid things. For
example, stuff like dried nuts can be a trigger for this thing, this genital wart
and other infections. Then, for example, | used to love dried nuts and this
evolved into “I should not eat them.” For example, sweets have an adverse
effect on my immune system and | absolutely shouldn’t consume any. When
I consumed them, my anxieties started to increase because my brain says to
me “you ate this sweet, you consumed it, and this will be very bad for you.”
This time, you know, the feeling that something’s going to happen constantly
repeats in my brain. | mean | have these thoughts.

(...) Bu sefer tamam, rahatladim, hani teshis kondu (postherpetic neuralgia).
llacimi kullaniyorum artik iyiyim, ama sonrasinda bu sefer sey oldu, énceden
o anla ilgili kaygilarim varken, su an bende ne var kaygilarim varken bu
stiregten sonra acaba ilerde ne olur kaygisina déntismeye bagladi. Tamam,
su an bir rahatsizligim var tedavi sirecindeyim ama hani ya ilerde bu ila¢c
etkisini kaybederse ya sikadyetlerim tekrar baglarsa ya tekrar uguk gegirirsem
ondan sonra ¢linkl birazcik hassas bir bélge zaten. Nasil desem hani ¢cok agir
ve adrill bir hastalik gecirmigim ve hani tekrar yasanmasindan ¢ok
korkuyorum. Ondan sonrasinda bu arada uguk hi¢ tekrarlamadi, hig. Bir kere
béyle hafif bir oldu, ilacimi aldim hemen gecti. Hani hicbir zaman o kadar agrili
yasamadim. Ama dedigim gibi bu sefer o anda duydugum kaygi gelecege
evrildi. Bu sefer sey olmaya bagladi, zaten ben yiyeceklerime vesaire ¢ok
dikkat eden bir insandim béyle zararl seyler, zararli seyler dedigim asitli
icecekler tiiketmem, fast food yemem, ondan sonra sekeri tiiketmem. Hani
hep béyleyim, zaten dikkat ederdim. Ama bunun sonrasinda sey olmaya
bagsladi “Benim bagisiklik sistemimi ¢ok yliksek tutmam lazim, bu ugugun bir
daha tekrarlamamasi icin, o ylzden ben yiyeceklerime ¢ok dikkat etmeliyim.”
Bu sefer kendi kendime hani aslinda kendi koydugum sinirlari bir zorunluluk
haline getirdim birazcik bbyle sey sakinmaya bagladim. Mesela atiyorum
arastirtyorum falan, béyle kuruyemis mesela bu seyde tetikleyici olabiliyormus
bu genital uguk ve diger enfeksiyonlarda o zaman mesela kuruyemis yemeyi
¢cok severdim kuruyemis kesinlikle yememeliyime evrildi. Mesela seker, ondan
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sonra bagisiklik sistemine kéti etkisi var kesinlikle tiiketmemeliyim ve
tikettigimde anksiyetelerim asiri derecede artmaya bagladi. Clinkii mesela
sey beynim gsey diyor mesela hani “Sen su an bu sekeri yedin seker tiikettin
ve bu sana ¢ok zararli olacak.” Bu sefer hani stirekli sey bir sey olacak bir sey
olacak bir sey olacak hissi sirekli beynimde sey olmaya bagliyor digiince
oluyor yani.

Ada explained that she consistently examined her body to see if there was a bulk, since her
anxiety focused primarily on cancer. She also mentioned that she was thinking about eating
healthy; but there were also things that she did not pay attention to, such as smoking. As a
result, her fears got stronger.

| already constantly examine my body whenever the smallest mole appears
or, for example, I look to see if there is any mass. | mean | pay attention to its
changes. In fact, beyond the changes, I think about it a lot with the things | eat
and drink. But, on the one hand, there are things | don’t pay attention to as
well. For example, things like smoking. So, as a result, it actually creates a
little fear. | mean, the inability to take care of my body that well also gives me
fear because there are things in my hands. There are things | can do to protect
myself, but | don’t do them and I'm actually afraid of this as well.

Ben bedenimi zaten slirekli inceliyorum, en ufak bir ben g¢iktiginda veya
mesela viicudumda herhangi bir kitle var mi diye stirekli bakiyorum. Yani
degisimiyle ¢ok ilgileniyorum aslinda. Hatta degisimden &6te yedigim ictigim
seylerde de ¢ok disiniiyorum. Ama bir taraftan dikkat etmedigim seyler de
var, yani elimde olmayan seyler de var. Mesela sigara icmek gibi. Yani o
ylizden aslinda o da biraz korku yapiyor yani bedenime ¢ok iyi bakiyor
olmamam da bana korku yapiyor ¢linkii tamam elimde olan seyler var. Hani
kendimi korumak icin yapabilecegdim seyler var ve onlari yapmiyorum bundan
da korkuyorum aslinda.

Additionally, participants expressed that they searched the web to gain more knowledge about
their symptoms, although they knew that e-resources had a pessimistic viewpoint. Ada stated
that she could not stop searching on the Internet even though she knows that every symptom
carries a possibility of cancer according to the internet.

(...) It's always as if | am going to become cancer, as if | have its symptoms.
Also, when have a problem, | first research it on the internet. They say not to
look at the internet, but | still can’t resist looking and there it always leads to
some kind of cancer. Even the smallest symptom or headache leads to that
and a possibility forms even if it is zero point zero percent.

(...) Sdrekli sanki kanser olacakmisim gibi onun bulgulari varmig gibi. Bir de
bir seyim oldugunda mesela internette arastiriyorum ilk yani. internete hani
bakma diyorlar hani ¢ok gey diyorlar ama ben yine de dayanamayip
internetten bakiyorum ve orda mutlaka belli bir kansere ¢ikiyor onun yolu. Yani
en ufak bir belirtinin bir bag agrisinin bile yolu ona ¢ikiyor ve bu hani yiizde
sifir nokta sifir bir bile olsa bir ihtimal olugturuyor.
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She explained that the reason for searching the web was to control her symptoms and
eliminate even a slight possibility of being cancer. She said: “I feel the need to directly control,
you know, whether or not | need to go to the doctor, | want to eliminate that possibility.”
(“Kontrol etme ihtiyaci hissediyorum direk hani doktora gitmeye (gerek) var mi yok mu, o

ihtimali (kanser) ortadan kaldirmak istiyorum.”)

In addition to searching on the Internet, Sevil said that she regularly gives a blood test. In her

opinion, if she has cancer, the test would tell it.

S: | constantly get my blood checked because if my mother, for example,
learns that | go to the doctor on suspicions of cancer, she will get really angry
about it. That's why | get my blood checked and | do this regularly so if there
is something, it will show up.

Researcher: How frequently?

S: Every 3 months. | think that if there is something, it will reflect there. That's
why | go to the doctor. Also, unfortunately, | search everything on Google and
I wish | had never been aware of this. My head aches and | look at it straight
away. Good thing my aunt is a doctor, otherwise | could have been going to
the doctor every day.

S: Kan degerlerime siirekli baktiriyorum ¢linkli annem eger atiyorum kanser
oldugum dlisiincesiyle doktora gittigimi 6grenirse gergekten ¢ok sinirlenir bu
konuya. O yiizden kan degerlerime baktiriyorum ki bunu dlizenli yaptiriyorum
hatta hani bir sey varsa oraya da yansir.

Arastirmaci: Ne kadar siklikla?

S: 3 ayda bir. Hani bir sey varsa oraya da yansir diye dlisiinliyorum. O sebeple
doktora gidiyorum. Bir de maalesef her seyi Google'da aratiyorum ki keske
bunun hig farkinda bile olmasaydim. Basim adriyor direk bakiyorum. lyi ki
teyzem doktor yoksa her giin doktora gidiyor da olabilirdim.

She stated that the function of going to the doctor was to be sure that nothing is wrong with

her and to be relaxed.

For example, if | cough through my lungs a lot for a quite a while, | think that |
probably have lung cancer; but if | go to the doctor and am sure of it, | won't
care.

Mesela uzun bir stire ¢ok fazla cigerlerimden 6ksiirliyorsam herhalde akciger

kanseri oldum diye dlsiinliyorum; ama eger doktora gittiysem ve bundan
eminsem umursamam.
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Since Sevil's aunt was a doctor, she was frequently contacting with her. She said that by doing

this she could relax for a while.

(...) Concerning asking something I'm curious about, | just send a message at
night because I’'m ashamed to call now, because | do this almost every week.
| research on the internet. For example, recently my hands were flaky, and |
looked at the internet, straight up it wrote eczema. | waited for nightfall and
began to write... Every message was the same. | think she also knows the
reason. | write “You might be asleep; sorry | couldn’t call. There’s this stuff on
my hands. I'm sending a photo.”, and then | send a photo.

(...) She never replies with a text, she calls and says “Yes | saw it now, that
probably isn’'t eczema, but if you don’t want any doubts left in your head, you
can go to internal medicine instead of directly going to a dermatologist and
give some blood. And this suits me really well because then | can see all my
other results (laughing). On this topic, actually, it doesn’t help so much. It just
comforts me temporarily. In the end, | think, she is also a doctor amd she
should recognize it immediately if it really is eczema. | mean, at that moment
| think “All right, she may be a family physician, but a doctor nonetheless.”

(...) Merak ettigim bir seyi sormak konusunda direk zaten gece mesaj
atiyorum c¢link(i aramaya utaniyorum artik c¢linkli nerdeyse her hafta
yapiyorum bunu. Internetten arastiriyorum. Mesela hatta en son ellerim pul
pul dékililyordu, internetten baktim direk egzema yaziyordu. Gece olmasini
bekledim ve sey yaziyorum... Her mesaj ayni. Bence o da biliyor artik sebebini
bunun. Hani “Uyuyorsundur diye arayamadim, kusura bakma ellerimde bbéyle
boyle bir sey var.”, fotografini yolluyorum.

(...) Higbir sekilde mesajima yazarak cevap vermiyor, ariyor, sey “Iste simdi
goérdiim, o egzama degildir, ama istiyorsan kafanda kalmasin, hani sey direk
cildiyeye degil de bir dahiliyeye git istiyorsan bir kan ver diyor.” Ki bu ¢ok isime
geliyor, diger sonuglarimi da gbérecek oluyorum (gdiliiyor). Bu konuda, yani
aslinda ¢ok da bir yardimi olmuyor. Sadece kisa sdreli beni rahatlatiyor. Sey
diye dugtintiyorum “Sonucgta o doktor bunu gérdiigiinde eger gercekten
egzamaysa goérdigl an tanimasi gerekir.” diye disiniyorum hani “Tamam
aile hekimi ama sonugta doktor.” diye diigiiniiyorum o an.

irem, on the other hand, used the Internet not only to find out the reasons of the symptoms in
her body but also to learn about other people’s experiences with cancer. The coexistence of

fear and enjoyment in this behavior was clearly stated by her.

(...) The thing I like most during the day is | read a lot of cancer blogs. | read
the blogs of patients who are terminal, about to die. | make sure | read those
blogs every night before | sleep and never with concern. | constantly have this
situation of imagining and following their suffering process, how they die, and
what is experienced.

(...) Benim giin iginde benim en zevk aldigim sey ben ¢ok fazla kanser blogu
okuyorum. Terminal, 6lmek (lizere hastalarin bloklarini. Ve her gece
uyumadan 6nce muhakkak onlarin bloglarini okuyorum ve hi¢c kaygiyla
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okumuyorum. Ya o aci ¢ekme slireclerini, nasil éliiyorlar filan, ne yasaniyor,
strekli onlari bi imajine etme takip etme halim var.

When she was asked what attracts her attention most about this situation, she responded:

I mean, nothing specific but, for example, | don’t read the second stages, in
which | get a cancer diagnosis. Such things as 4th stage cancer diagnosis,
terminal, that will definitely die, | mean will they die in 2 years, how do they
die, you know, how that process happens, how they deal with it, how they
suffer, does anyone announce it; | wonder about that. | have such a thing and
| don’t read this with concern. | mean, | don’t know, | read it like someone
reads a novel that they really like; and even when | don’t have anxiety about
cancer, | have a habit like this. This is what | was doing in those 5 years. The
disadvantage of this is that you know all the symptoms related to cancer really
well. | mean, as | read those blogs, inevitably, not like a doctor of course. I'm
already in a state of overinterpretation and | could count the symptoms of any
cancer you ask to the smallest detalil.

Yani hani spesifik sey degdil de sey mesela normal kanser tanisi aldigim ikinci
evreleri okumuyorum. iste 4. evre kanser tanisi, terminal, kesin élecek yani 2
yilda mi 6liir, nasil éliyorlar, yani o siire¢ nasil oluyor, nasil deal ediyorlar,
nasil aci ¢ekiyorlar arkalarindan birisi duyuruyor mu onlarin yani onu merak
ediyorum. Oyle bir seyim var ve hani bunu kaygiyla okumuyorum. Yani ne
bileyim bir insanin ¢ok sevdigi bir romani okumasi gibi okuyorum ve bu kanser
kaygim olmadiginda da béyle bir aliskanligim var. Yani o 5 yilda da bunu
yapiyordum. Bunun dezavantaji hakikaten kanserle ilgili biitiin semptomlari
da ¢ok iyi biliyorsun. Yani o bloklari okuya okuya yani ister istemez tabi doktor
gibi degil de. Hani zaten bir overinterpretation halim var en ufak bir yani en
ince ayrintisina kadar hani su kanserin semptomu ne desen sayarim yani éyle
séyleyim.

She expressed that she felt the need to observe the death process of cancer patients and she
wondered how those patients describe their pains.

(...) That is a need to observe but I'm not sure why | feel that need. | want to
see what that death and pain process is like. They lose their jobs, become
unable to move, and the way they describe their pain, all of it is curiosity.

(...) Bir gézlemleme ihtiyaci yani ama o niye gbézlemlemek ihtiyaci igcindeyim
ondan ¢ok emin degilim. Gérmek istiyorum yani nasil bir sey o 6liim sdireci,
acl gekme siireci. Islerini kaybediyorlar, hareket edemez hale geliyorlar
atiyorum igte acilarini tarif edigleri falan iste merak yani.

Lastly, some participants said that they were overthinking about the bad things, such as

illness or death, that might happen in the future. Gizem mentioned that she excessively

“dreams” about the things that will happen after her death.
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(...) I think I dream too much. In my opinion, to imagine something too much
and have such an unnecessary, for example, | won’t know what happens in
life after | die so naturally there is no need to feel upset. Yet, | imagine that,
like, | dramatize the situation by saying “I wonder how it's going to be.” That's
not good for me.

(...) Fazla hayal ettigimi diisiiniiyorum. Bence bir seyi fazla hayal edip béyle
hani yani gereksiz bir sekilde, mesela ben éldiikten sonra hayatta ne oldugunu
bilmiycem dogal olarak lizilmeme de gerek yok yani. Ama iste onu hayal
ediyorum iste “Nasil olacak acaba falan filan.” diye o durumu dramatize etmis
oluyorum yani hani o bana koéti geliyor.

The purpose of such a priori thinking was not known by Gizem. In fact, she was evaluating it
as unnecessary. However, Ada’s explanation gave an idea about what might be the function
of thinking too much on bad things such as death, accident, or illness. She said that she did
not lose any person she loved or she never experienced any illness. However, she thought
bad things could happen to her or her loved ones and in this way, she was preparing herself
to them.

Ever since childhood | have never personally come across anything bad and
neither have | come across things like illnesses, accidents, or deaths in my
family. 1 mean, the most minor person that | love, excluding really distant
relatives of course, | mean, | have never lost someone | love and never have
come across any serious problems about myself. Maybe that is why | am
afraid.

(...) I think these might also happen to me, you know, | kind of prepare myself
against such things by thinking that the people who go through those bad
things might be me or the people | love. | mean, | also do that frequently,
against bad things. Because | really fear going through bad things, | feel the
need to constantly prepare myself for them. | think about bad things happening
to those | love. Sometimes | imagine them happening to me, and | sort of
prepare by thinking about what may happen then. (...) It feels like
experiencing something that | know of and have prepared for will make me
feel a little more comfortable. It feels as if my reactions will be a bit less. |
mean, | distribute that pain, or, to be more precise, | distribute it over time.
Instead of feeling a lot of pain then, preparing a little before that time makes
me feel better.

(...) Hani kiiglikliikten beri kétii bir seyle hem kendim karsilasmadim hem
ailemde herhangi bir insanda bir hastalik bir kaza 6liim gibi bir seyle hig
karsilasmadim. Yani en ufak bir sevdigim insan bile, ¢ok ¢ok uzak akrabalari
tabi ki es geciyorum, yani sevdigim hicbir insani kaybetmedim ve kendimde
de bliyik bir sikintiyla karsilasmadim. Belki bu yizden hani korkuyor da
olabilirim.

(...) Kendi basima gelebilecegini de diglniyorum, hani o kéti geyleri
yasayanlarin benim veya benim sevdigim insanlar olabileceklerini diisiinerek
daha hani bir nevi kendimi hazirliyorum da 6yle seylere. Yani ben onu da ¢ok
stk yapiyorum, yani kendimi kéti seylere kéti sey yasamaktan ¢ok korktugum
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igin ona kendimi sdirekli bir hazirlama ihtiyaci hissediyorum. Yani sevdiklerime
bir sey oldugunu disiniyorum. Bazen kendime bir gsey oldugunu
diigliniiyorum ve o zaman ne olacagini diigiinerek bir nevi hazirlik yapiyorum.
(...) Yani bildigim énceden kurdugum bir seyin yasanmasi biraz daha beni
rahatlatacak gibi. Sanki tepkilerim bir tik da olsa azalacak gibi hissediyorum.
Yani o aclyi paylastirtyorum, daha dogrusu zamana paylastiriyorum. Yani o
zaman ¢ok fazla aci ¢cekmektense birazcik daha énceden hazirlik yapmak
bana daha iyi hissettiriyor.

Participants’ choices, behaviors, and thoughts seemed to be contradictory. When they were
asked questions to understand how they interpret these situations, they sometimes answered
that they did not understand and know why, but the underlying reason, according to their
statements, was as an effort to have a grip on the things they feel anxious about by getting
into it even more deeply. Although, they stated that their efforts to maintain control over their
health anxiety often did not work and that they felt even more anxious, and they could not stop
to do that.

3.2.3. An Endless Call to an Expert for Naming Own Experiences and Eliminating

Uncertainty

One purpose of the study was to understand how individuals with health anxiety form an
interaction with health care professionals, and to understand their expectations from them,
since they frequently, and sometimes obsessively, encounter them. For that purpose,
questions related to their relationships with health care professionals and their expectations
from them were asked. According to their responses, participants need physicians for the
naming of their experiences to make sense of them and for the elimination of their doubts
about their health conditions, yet the need for information and clarity was not independent of

care. Gizem exemplified how knowledge was intertwined with care.

It's very important that the doctor is wise and someone | can trust. The doctor’s
attitude is also very important. | mean, if it is someone who doesn’t care about
me or isn’t very knowledgeable and uses broad terms, I'll feel uncomfortable.
Even if it's nothing, | would want to be examined it just in case. For example,
if the doctor sees me and says, “There is nothing wrong with you”, you know,
“If it were this, you couldn’t stand” and “You can go home”, | won’t trust the
doctor at all. The doctor needs to say “Nothing will happen, but let’s test you
anyway” for me to feel better.

Ya doktorun sey bilgeli ve glivenebilecedim bir insan olmasi ¢ok 6nemli. Tavri
da ¢ok 6nemli. Yani beni umursamayan bir insansa ya da ¢ok bilgili olmayip
genis seyler séyliiyorsa ondan rahatsiz olurum. Bir sey olmasa da incelenmek
isterim yani nolur nolmaz. Hani doktor mesela beni gérdii dedi ki “Bir seyin
yok.” hani “Béyle olsa bdyle duramazsin.” dedi, “Gidebilirsin.” derse ben hi¢
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glivenmem yani. “Bir sey olmaz ama yine de test edelim.” demesi lazim benim
iyi hissetmem igin.

Ali’s following statements could be another example showing that the only thing expected from

physicians and as a researcher from me was not information.

The doctor across from you has to give you confidence. You know, like saying
we will beat this together, you will use this medicine, or follow these
instructions, or my phone is available. When you call you need to be able to
chat like a friend. This is what you seek in hypochondria. The one in front of
you, for example Ms. S, or when | come to you. Your name was Pinar right?
If Ms. Pinar could say “We will beat this illness together.”, or when | call, (if
she should say) that is normal. In this disorder, the moment you say normal,
the headache goes away. The headache goes way at that moment or if | get
sick, I mean in the future, | mean I’'m saying this for your profession, to be with
you, to visit you, for example at that moment the illness subsides. Trust, or
trust towards the doctor, because | look at some doctors and they are just
doctors from a knowledge perspective. Sometimes it doesn’t feel satisfying.

Yani karsindaki doktorun sana giliven vermesi lazim. Yani bunu beraber
yenecegdiz, bu ilaci kullanicaksin veya gsu telkini yapacaksin veya igte
telefonum agik. Aradigin zaman arkadas gibi dertlesebileceksin. Oyle
ariyorsun bu hastalik hastaliginda. Karsidaki, mesela S. Hanim ya da sizinle
geldigim zaman. Pinardi dedil mi isminiz? Pinar Hanim dese ki “Bu hastaligi
beraber yenicez.”, iste aradigim zaman o normal (dese). Bu hastalikta
normal dediginiz zaman, o anda baginin agrisi gegiyor zaten. O anda basinin
agrisi geciyor veya bir hastalansam yani ilerde yani sizin mesleginiz igin
séyltiyorum, yaninizda olmasi, ziyaret etmesi, mesela o anda hastaliginiz
zaten geciyor. Given yani giiven, kargidaki doktora giiven, c¢linkii bazi
doktorlara bakiyorum yani sadece doktor olmug. Yani bilgi yéniinden yani
doyurucu gelmiyor bazen.

Hence, for these participants, being knowledgeable was not sufficient to be “a good physician”.
They expect the physicians’ attention and care as well. However, their expectations were not
met at all or met only temporarily, because of their ambiguous expectations or the uncertain
nature of issues related to illness and death. Therefore, most of the participants complained

that they were not understood and sufficiently cared by the physicians.

Ada, for example, stated that a physician should continue to search until being precisely certain
that the patient does not have any illness, and she was expecting physicians to speak on her
behalf. She said that illnesses can progress in a hidden way without any obvious symptoms,
so an ideal physician should consider each possibility. She added that physicians should take
care of each patient “too much”.

58



(...) Actually, | think like this. If that person is a doctor, | imagine that he/she
must continue being a doctor until certain that the person in front of them has
no illness. That is how | picture it in my head. | think they need to take care of
each patient too much and be certain that there is not the slightest problem.
However, that is not how it usually happens. Especially when you go to a state
hospital, it doesn’t occur like this. They just ask your symptoms; but there are
sometimes things that | don’t realize myself. There are problems that | can’t
explain as well. For example, when | go to a psychiatrist, when asked “Why
do you think this is?”, | can’t always verbalize it or put it into words. So, | want
them to be more open, more inquisitive until they are certain, but that doesn’t
happen.

In my opinion, an ideal doctor must evaluate all of the illnesses and think of
every possibility while trying to find the cause of a sickness in order to make
sure that nothing has been overlooked. In the end, there are things in the body
that progress unseen. | mean, it doesn’t necessarily have to occur in the same
severity. The beginnings of illnesses are usually mild and become more
severe later on. | want them to always be certain of this. | want them to think
of every possibility. Yet, it doesn’t happen like this.

(...) Aslinda séyle distniyorum. Hani bir doktorsa eger kargindakinin
herhangi bir hastaligi olmamasindan emin olana kadar doktorluk yapmasini
diigtiniiyorum. Hani kendi kafamda o sekilde kuruyorum. Yani her hasta ile
¢cok fazla ilgilenmelerini ve en ufak bir sikintisi olmadigina tamamen hani emin
olmalari gerektigini diisiiniiyorum. Ama béyle olmuyor genelde hani. Ozellikle
devlet hastanesine gittiginizde bdyle olmuyor pek. Sadece semptomlarinizi
soruyorlar ama benim kendim hani fark edemedigim seyler de oluyor aslinda.
Dillendiremedigim sikintilarim da oluyor. Mesela bir psikiyatriste gittigimde de,
bana “Su su neden sence?” dediginde, ben onu her zaman kelimeye
vuramiyorum, her zaman séze vuramiyorum. Yani biraz da onlarin daha agik
ve sorgulayici, sonuna kadar emin olmak ister sekilde olmalarini istiyorum
ama bdyle olmuyor.

ideal bir doktor her ihtimali bence diigiinmeli. Belli bir seyin, belli bir sikintinin
aslinda hastaliklarin hepsini diiglinlip hangi hastaligin ona neden oldugunu
digtinmeli ve hepsinden bence emin olmall. Sonucta viicutta gizli ilerleyen
seyler de var yani. Siirekli hep ayni sekilde cok fazla siddetli olacak diye bir
sey yok. Hastaliklarin baglangici genelde zaten hafif oluyor yani sonra sonra
siddetleniyor. Bundan ben hep emin olmalarini istiyorum yani her ihtimali
diigiinmelerini. Ama 6yle olmuyor.

Likewise, Oykii complained that physicians could not speak for sure: “Doctors do not speak

very precisely, or could not make a concrete, scientific explanation.” (“Doktorlar ¢ok kesin

konusmuyorlar, ya da ciddi elle tutulur bilimsel bir agiklama yapamiyorlar.”)

Melis verbalized that her physician should be sympathetic and empathetic so that he or she

could understand her. She said she did not want a patient-doctor relationship that she had to

explain her illness.
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(...) I don't like these morose doctors. Also, for example, when | got to
ultrasound checkups, | don’t like those who make that “hmm hmm” face
because | fear they see something. | like doctors that are sympathetic,
empathetic (laughing). They should understand and such. | like doctors like
that, but those morose, scolding, | don’t know, those who always ask your
illness or, for example, | tell the secretary | am going to have an ultrasound
and she asks me what my complaint is. Now, my story is so complicated, |
used to get upset and angry saying “Why should | explain this to you, | already
live through it while explaining it.”

(...) Béyle sey suratsiz doktorlar sevmiyorum. Bir de hani mesela ultrason
kontrollerine girdigim zaman, “imm imm” surat yapanlari sevmiyorum ¢lnkdii
bir sey gérdiigiinden korkuyorum. Ya bdyle insan sempatik olsun, empatik
olsun (gdiliiyor). Anlasin falan, &yle doktorlari seviyorum. Ama hani boyle
Suratsiz igte tersleyen, ne bileyim siirekli hastaligini soran, ya mesela
Sekretere ultrasona giricem sekreter bana neyiniz vardi diye soruyor. Simdi
benim hikdyem de o kadar karisik ki “Ben sana niye anlatayim, anlatirken
yasiyorum zaten tekrar” deyip iste kiziyordum, sinirleniyordum.

Besides, the following extract of her showed how she expects decisive statements from
physicians about iliness and death.

| used to always ask the doctors if | was going to die. In fact, one of them said
“yes” one day (laughing). “I mean | can’t tell you that you won’t die, maybe
you’ll have an accident on your way out,” and | used to say “Oh, | don’t want
to hear that.” | would frequently ask if these things would happen again, if |
would suffer these again. | would continually be afraid of these.

Olecek miyim diye soruyordum siirekli doktorlara. Hatta bir tanesi bir giin evet
demigti (gliliiyor). Yani ben sana élmeyeceksin diyemem, belki ¢ikinca kaza
gecireceksin, “Yaa ben onu duymak istemiyorum.” diyordum. Siirekli onu
soruyordum, yani tekrar olacak mi, tekrar basima gelecek mi bunlari
soruyordum. Habire bunlardan korkuyordum.

irem explained how she could not fully relaxed despite being taken to a physician whom she
wanted to go, since she thought that they failed to detect her problem.

Am | cancer? | went to the doctor a few times, | mean, to different doctor and
was always thinking they missed something. There is definitely cancer here
but they can’t find it. Then | would whine and cry, telling them to take me to a
better doctor, you are not taking me to the doctor | want. But there was this
situation of not relaxing much even if they sent me to a new doctor.

Kanser miyim? Birkag defa doktora gittim, yani farkli doktorlara ve hep seydim
bunu gbzden kaciriyorlar. Kesinlikle hani burada kanser var ama bulunamiyor.
Daha iyi bir doktora gétirin beni diye mizmizlanmalar, aglamalar, benim
istedigim doktora gétiirmiyorsunuz diye. Ama istedigim doktora gétiriince de
¢ok rahatlamama hali vard..
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irem’s statement below illustrated that it is not enough to be told by physicians that nothing is
wrong, yet she was in the need of an explanation for her unique experiences. Thus, she could

not accept common explanations.

| like self-confident talk (talking about doctors), but | had a doctor like that,
whom | didn’t like because he would just talk (confidently) to brush over. (What
| liked was that) it wasn’t “Nothing will happen, trust in yourself.”, but he would
genuinely explain “Look, this thing on your breast is this kind of cyst and is
seen like this in people your age.” and “It's scientific thing is this and that, but
it's normal for you to be afraid.” | mean, | like people who are self-confident
with a more humane approach. However, “Nothing will happen with this, 9 out
of 10 women have this.” and stuff like that. | can’t with that type, | change it
because no, | don’t believe those words and it seems like something has been
overlooked.

Kendinden giivenli konusmayi seviyorum (doktorlar igin séyliiyor), ama 6yle
bir doktorum vardi onu sevmemistim ¢lnki o bir sey yani gecistirmek igin
(giivenli konuguyordu). (Benim sevdigim) “Kendine gliven bundan bir sey
olmaz ya.” falan gibi bir sey dedil; hakikaten acikliyor bana “Bak, yani bu
memendeki sbyle bir Kisttir, bu senin yasindaki Kisilerde séyle goriiliir, igte
bunun sudur budur bilimsel seyi ama korkman normal.” Yani béyle daha insani
bir sekilde kendinden giivenli tiplere giiveniyorum. Ama yani “Bundan bir sey
olmaz, bak kag tane dokuz kadindan iste 10’unda var.” falan daha. O tarzi hig
sey yapmam, degistiririm yani, yok inanmiyorum yani onun séziine bir seyi
g6zden kacirdi gibi geliyor.

In fact, from time to time expectations from physicians were too intimate to be demanded.
During the interviews, some participants expressed their demands from health care
professionals, including the researcher. Fadime, for example, made a request to the
researcher about taking her to the physician and explaining her troubles on her behalf. In this

way, she thought she would be better understood by the physicians.

What | expect from you now is to take me to a doctor, have my blood sample
taken (laughing). Is my blood sugar high, is it due to psychologist (psychologic
reasons) or due to sugar? So, what is the reason for this stinging in my hands?
In short, my morale, because you are beside me, my morale will be high. The
doctor, for example, won’'t see me like a peasant and look down on me
because you are with me and you are educated. You, for example, “my
mother, sister, or relative has this illness” and the doctor won'’t think of ignoring
me, the doctor should care about me, should care about me really nice and
well.

Senden ben simdi ney bekliyorum beni gétiir doktora, kanimi aldir (gilliyor).
Seker mi var psikologtan (psikolojk nedenlerden) mi ileri geliyor sekerden mi?
Su ellerimin sizisi neyden ileri geliyormug haydi. Yani moralim, seni, yanimda
olacaksin ya moralim ylksek olacak. Doktor mesela beni simdi kbyli gériip
de kiigiik gbérmesin, sen tahsillisin ya. Sen beni, mesela, benim veya annem
bacim akrabam, bunun bu hastaligi var, 56nemsemez gibi diigtinmesin doktor,
6nemsesin beni iyice glizel bir 56nemsesin.
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She also explained that physicians did not put herself at ease by saying that she did not have
cancer when she had problems with a skin pimple. Similarly, she complained that her husband

did nothing to clarify her condition and did not calm her down.

(Physicians) Didn’t say to me “If what you had were cancer, if you had
cancer...” Or examine me and say “You are not cancer, don’t be afraid, it will
hurt...” or “it hurts due to psychologist, don’t be afraid”. | couldn’t relax, to such
extent that | was psychologistically depressed, so much so that | was left pain.

See, just as | complain about the doctors, | complain about my husband. For
example, not once did he tell me, because first Allah, then your wife, right?
Your bedmate, your life mate. For example, whenever | can’t sleep, he doesn’t
get up and comfort me. He doesn’t say things like “What will happen to you,
come let’s take you to the doctor and get you better”, then, “Don’t worry about
it, hopefully it's nothing.” and he doesn’t take me to the doctor... Not because
he doesn’t love me, he loves me, the mother of his children, loves me and
respects me very deep down, | know. But there is this cluelessness.

(Doktorlar) bana demediler ki “Sen sendeki bu kanser olaydi, sende kanser

olaydi...” inceleyip de bir bakip da “Kanser dedilsin, hic korkma, bu
aclyacak...” veya “Psikologtan aciyor, hi¢ korkma.” diye. Bir rahatlamadim, o
kadar ki psikologum bozuldu, o kadar ki acilarin iginde kaldim.

Bak ayni doktorlardan sikayetci oldugum gibi esimden de sikéyetciyim. Egim
mesela bana demedi ki, 6nce Allah sonra egin degil mi, yatak arkadasin, hayat
arkadagin. Mesela ben uyuyamadigim zaman kalkip bana bir rahatlik vermez.
“Halin nice olacak béyle, gel seni doktora gétiireyim de bir aydinlagtirayim,
ondan sonra “Kafana sikinti etme, ingallah bir sey yoktur.” deyip de beni bir
doktora gétiiriip beni mesela... Yani beni sevmediginden degil beni, beni
seviyor tamam, ¢ocuklarimin anas! seviyor, saylyor ¢ok icinden gelerekten
biliyorum. Ama bir fikirsizlik var.

During the interviews, their expression styles used for reflecting their worries and health
problems revealed another important point. Some participants used expressions such as “rest

assured that”, “do not suppose that | am exaggerating”, “really”.

Fadime used such expressions while explaining how her pain did not stop after the pimple on

her leg was removed.

(-..) So much so that | was left writhing in pain. Don’t assume that I'm
exaggerating, it wasn’t the kind of pain that | could patiently wait out. | got
some cream and applied that cream, that cream, that cream with hot water
and couldn’t make the pain go away.
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(...) O kadar ki acilarin iginde kaldim. Inan abartiyor diye diisiinme,
sabredecek sekilde acimiyordu ki. Krem aldim, o kremi, o kremi, o kremi sicak
suyla pansuman yaptim gegiremedim.

Melek used “rest assured that” phrase while she was describing her health problems when

she got sad.

| have lots of pain, my eyes burn, the inside of my head burns. There is this
weariness. My brain hurts as if it is going to pop out. Sometimes | put ice, and
sometimes | take a bath. In short, when that begins, believe me, it lasts a
month. It lasts a month, sometimes 1.5 months.

Cok agrilarim oluyor, gbzlerim yaniyo, basimin igi yaniyor éyle yani. Béyle
halsizlik oluyor ¢ok. Beynim cikacak gibi agriyor. Buz koyuyorum bazen,
bazen iste sey banyo yapiyorum. Yani o bir baslayinca inan ki annecim bir
ay, bir ay siiriiyor. Bazen 1,5 ay slirtiyor.

In a similar way, while expressing her fear to become paralyzed, Beren said that “It's as if I'm
going to be paralyzed, really 'm not exaggerating, you know, it just came to my mind, what if
| get paralyzed, what will | do when | get paralyzed (“Sanki felg olacakmisim gibi gercekten

size abartmiyorum hani béyle aklima geldi, ya felg olursam felg olursam naparim.”).

Battologizing a word (repeating words) was another expression style that was thought to be
related with the communication style mentioned above. Oykii repeated the word
“artti/increased” six times in a row when she was explaining how negatively she was affected

by a traffic accident and subsequent health problems.

How should | say this, | mean, the stress | suffered within 4 years gradually
increased increased increased increased increased increased. You
know, while that increased, | started having some blood pressure problems.
My blood pressure drops and | may have some dizziness and stuff.

Nasil desem yani, 4 yil icinde yasadigim stres giderek artti artti artti artti artti

artti. Hani o artarken igte biraz tansiyon problemi de yasamaya bagsladim.
Tansiyonum ddsdyor iste bas dénmesi falan biraz olabiliyor falan.

Fadime also repeated some words while describing the pain she feels in her hand.

(...) The pain | have here, when it hits | wander wander wander wander
wander wander wander. | can’t help it, can’t help it, it hits and goes crazy,
then it goes away and | say it’s better, | say it has passed.
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(...) Buramin acisi gibi girdi mi geziniyoom geziniyom geziniyom
geziniyom geziniyom geziniyom geziniyom. Napiyim napiyim, bir oluyo
¢ildiriyor, bi oluyo gegiyor, iyi diyom gegti diyom.

In addition to the verbal expressions, her behavioral demonstrations in the interview room
were remarkable. During the interview, for example, she stood up and moved around to

demonstrate how she climbed the walls when she was in pain.

It was thought that the purpose of this communication style was to stress the trueness of their
symptoms, to convince others how difficult to live with them, and to make a call to others.
Doctors appeared to be at the head of whom they call to make sense of what is wrong with

them.

Moreover, it was seen that words such as “sey, yani, hani’ (well, | mean, you know” were

frequently used by the participants. For example, Oykii said:

Now, | had just started to ride a bike and these dogs chased me. | fell a lot
while riding alone. So, my father started to come with me, | ride the bike and
he looks around and stuff (laughing). It’s like, umm, he’s nice and that was
nice. Of course, now he is retired so he has more time.

Simdi yeni yeni bisiklet siirmeye bagladim iste sey oldu képekler kovaladi
falan. Baya diistiim falan tek basima bisiklet siirerken. Mesela artik babam
benimle birlikte geliyor, ben bisiklet siirliyorum o bakiniyor falan (gliliiyor).
Hani gey yani 11 iyidir o, yani glizel oldu simdi. Tabi emekli oldu daha ¢ok vakti
var da.

Frequent use of these words could be considered as a reflection of the feeling that they cannot

express themselves adequately and as an effort to better explain themselves.

3.2.4. Every Cloud Has a Silver Lining: Benefits of Being/Feeling llI

Almost all participants talked about the benefits of being/feeling ill in spite of the accompanying
costs. While some gains were explicitly emphasized by the participants, others were deduced

from the participants’ accounts.

The first observed benefit was receiving attention or care. The source of care and attention
can be children, parents, partners, or physicians. Melek did not clearly say any current positive
side of being ill and even she emphasized how she was ignored by her husband. She thought

that her husband does not show enough interest in her. She stated that when she did not
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believe in the doctor who said nothing is wrong with her, her husband said “I took you to the
professors and | do not know what else can | do?” and got angry with her. Although her

husband was indifferent to and angry with her, her children cared for her when she felt unwell.

I go, for example, you know, | am a patient and have complaint somewhere,
so | go and lie down inside. He (husband) doesn’t even come near me, see
he doesn’t even come near me. My son is very sensitive like me, so he comes
ten times and paces about asking “Mommy, what do you need? Should | bring
you this or that?” The daughter comes “Should | do this or that?”

Ben gidiyorum misal olur ya hastayim bir yerim rahatsizlagtim gidiyorum igeri
yatiyorum. O (esi) hic yanima bile gelmiyor, bak sen yanima bile gelmiyor.
Ogdlum da benim gibi ¢ok hassas, o geliyor on kere dolaniyor, “Annecigim ne
istersin gunu getireyim, bunu gétirtyim”. Kiz geliyor “Onu yapayim bunu
yapayim.”

Moreover, while Melek was talking about her childhood, she stated how his father cared for
them even when they had a little health problem. She added that she might be looking for

such a care she received from her father.

(...) My father was also very emotional. He was a very forward thinking,
educated, and affectionate person. If one of us got sick or the slightest thing
happen, he would carry us on his back and take us to the doctor. He would
take care of us (herself and her siblings). Maybe | have been seeking those
all these years. Think about it, you are smarter than me.

(...) Babam da ¢ok duygusaldi. Cok béyle ilerici, gok aydin ve ¢cok sevecen bir
insandi. Biz de bir hasta olsa, ufacik bir sey olsa sirtina alir doktora gétliriirddi.
Bizimle (kardegleri ve kendisiyle) ilgilenirdi. Belki onlari mi ben aradim
annecigim yillardir. Digiin sen, benden daha zekisin.

When talking about the physician from who she benefits most, Melek explained that she
soothed her like a child.

Anyway, later we went back to Dr. O, and this doctor, as if consoling a child,
opened this arm of mine with slow movements and sticking tape here and
there, because my arm wouldn’t open.

Neyse sonra geri O. hocaya gittik, 0 da beni béyle sanki bir gocuk avutur

gibi yavas yavas hareket vererek, buralarima bant yapistirarak, bu kolumu
acti, agiimiyordu.

Similarly, Fadime told that her children were fussing over her in the belief that she would die

(“Benim iki gocugum benim géziime bakiyor annem Olecek filan diye.”), although she
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described her husband as inconsiderate (“Es olaraktan beni bir doktora gétirip de

6nemsemiyor yani o kadar Ki fikirsiz.”).

The source of attention and care was her parents for Sevil. When Sevil was born, her father
did not want her at home for a reason she did not know. Therefore, she started to live with
her grandparents. After the cyst occurred in her ovaries, she went back to the home where
her parents and her sister was living. That is, a health problem contributed to her return when
she was 17 years old. When she was asked how her parents would treat her if she was sick,
she said:

They would probably treat me as if | was going to die. That's how well they would treat
me... You know, | think, I think | don’t want to be sick because | don’t want to see this.
For one, he would straight up make me quit being a vegetarian (taling about her father).
(...) Besides, even now that topic comes up with my father at every dinner, but if that
kind of situation were to happen (illness), I'm quite certain he would make me eat meat.
My mother would also be very apprehensive, I'm sure of that, and even if | heal, it feels
like | could never go back to my old life. Like, for example, graduating on my own, doing
masters, and such. You know, | feel like | could never move into my own home. As if
my parents would still be afraid of something, as if they would constantly have to protect
me. For example, my aunt, like | said, went through this illness (cancer) 4 times, and
still goes through it. Even in those periods when she was well, when we assumed that
she was well, my mother would visit her every day, bring food to her, call her to ask if
she ate. The same would happen to me.

Herhalde &lecekmigsim gibi davranirlar o kadar iyi davranirlar. Hani béyle sey... Ben
sanirim zaten bunu gérmek istemedigim i¢in hasta olmak istemiyorum. Sey iste, bir kere
vejeteryanligi direk bana biraktirir (babasi igin sOyliyor). (...) Zaten su an bile her
yemekte onun bi konusu geciyor mutlaka babamla, ama éyle sey 6yle bir durum olursa
(hastalik durumu) eminim yani, bana gsey et yedireceginden. Annemler de ¢cok evhamili
olurlar. Ona eminim ve sanki iyilessem bile hicbir sekilde eski hayatima dénemezmisim
gibi. Kendi bagsima, mesela mezun olayim, yiksek yapayim falan. Hani hicbir sekilde
kendi evime ¢itkamazmigim gibi hissediyorum. Annemler hala bir seylerden korkarmig
gibi, beni slirekli bir korumak zorundalarmis gibi. Mesela teyzem diyorum ya 4 defa
gecirdi bu hastaligi (kanser), hala da gegiriyor. lyi oldugu dénemlerde, iyilesti dedigimiz
zamanlarda bile her giin annem teyzemin yanina gider, mesela her giin ona yemek
gétirtir, arar yemegini yedin mi diye sorar teyzeme. Bana da &yle olur.

As seen in the extracts, she explained that if she got sick, she would be treated very well by
her parents, although she complained about losing her independence. However, receiving
care especially from her father seems to be important for her. The following quotation
illustrated that she needs her father to show interest in her.

For example, my father never says words of affection to me. He shouldn’t either. | don’t
really expect anything after all this time. However, | wish | hadn’t heard him say them to
my sister or, for example, my sister comes home in the evening and he asks what she
did and how she is. But with me, nothing.
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Yani mesela babam bana hicbir sekilde sevgi sézclkleri kullanmaz. Kullanmasin da
zaten. Hani bu saatten sonra gergekten higbir sekilde beklemiyorum. Ama ablama
kullandigini da keske duymasaydim ya da mesela ablam aksam eve geliyor nasilsin
naptin bugiin halini hatirini soruyor. Ama benim yok.

As it can be seen in the penultimate extract, the association between illness and getting care
and attention was observed by Sevil when her aunt was ill. In another example, Oyki stated
that her mother and her father were a little bit irresponsible and negligent people: ‘My mother,
I mean, | can say she is a bit irresponsible and negligent (laughing). | mean, look, two
irresponsible people have come together.” (“Annem yani o da biraz sorumsuz ve ihmalkar
diyebilirim (giilliyor). Ya sey iki sorumsuz bir araya gelmisler.”) In contrast to this description,
she stated that her mother spoiled her little brother: ‘My mother somehow really spoils my little

brother.” (“Annem bir sekilde kardesimi ¢ok simartiyor.”) When she was talking about her

childhood, she explained that she acted on her own and her mother was more interested in

her brother because he was junior and he had an illness, temporary epilepsy, due to a fall.

(...) In those days my mother was working, so she was not at home for a
certain part of the day. | was studying so was not available. You see, | used
to take a course on the weekdays or, you know, when | was smaller, during
middle school, | would just say “I'm going outside” and leave the house and
go for a walk at the park or in Tunall, but we used to live in Kurtulus. | wouldn’t
spend a lot of time at home. | think | liked being outside. My mother wouldn’t
say anything, or perhaps she didn’t care | don’t know (laughing). My brother
was of course very small at the time; she would take care of him more.
(Brother) He also had an illness, had temporary epilepsy and stuff. (...) That's
why she might have paid more attention to him.

(...) O zamanlar annem galisiyor zaten giiniin belli bir kisminda evde yok. iste
ben okuyorum, yokum. Iste hafta igleri ya bir kursa gidiyorum ya da hani gok
kiiclik yaslardayken ben iste mesela ortaokula giderken falan “ben ¢ikiyorum”
deyip evden c¢ikip iste parka yiriiylise ya da iste Tunali'ya kadar yirliylise
gidebiliyordum ama Kurtulug'ta oturuyorduk yani. Oyle sey evde ¢ok vakit
gegirmiyordum. Galiba digsarida olmayr seviyordum. Annem de bir sey
demiyordu ya da isine mi geliyordu bilmiyorum (gdliiyor). Cok seydi ya,
kardegim tabi 0 zaman daha kiigliktii onla daha ¢ok ugrasiyordu. (Kardesi) Ya
bir de bir hastalik gecirdi gegici epilepsi oldu falan. (...) Biraz daha ilgilenmis
olabilir bu sebeple.

She explained that her physical activities were restricted due to a small fracture in her hipbone.
For instance, she had difficulty in riding bicycle that was one of her favorite activities. Due to

this disability, however, her father helped her, and, she could safely ride the bicycle.

Now, | had just started to ride a bike and these dogs chased me. | fell a lot
while riding alone. So, my father started to come with me, | ride the bike and

67



he looks around and stuff (laughing). It's like, umm, he’s nice and that was
nice. Of course, now he is retired so he has more time.

Simdi yeni yeni bisiklet stirmeye basladim iste sey oldu kbpekler kovaladi
falan. Baya dlistiim falan tek basima bisiklet siirerken. Mesela artik babam
benimle birlikte geliyor, ben bisiklet sdriiyorum o bakiniyor falan (gliliiyor).
Hani sey yani 11 iyidir o, yani glizel oldu simdi. Tabi emekli oldu daha ¢ok vakti
var da.

Similar to Sevil, Melek, and Oykii, health problems occupied an important place in irem’s

relationship with her father.

(...) I have a turbulent relationship with my father. Whenever these
symptoms increase, | call my father first and ask him to take me to the
doctor. | mean, even if we are cross with each other, | call my father and he
really takes me to the doctor. Our dispute always has a tendency to end with
this.

(...) Benim babamla cok calkantil bir iliskim var. Bu saglik semptomlarim
arttiginda da ilk babami ararim ben, baba beni doktora goétiir diye. Yani kiis
olsak da babami ararim, babam hakikaten beni doktora gétiiriir falan. Oyle
yani kusliiklerimizin hep béyle bir bununla bitme egilimi vardir.

Beren said that her boyfriend stood by her in the period of experiencing health problems

related to genital herpes.

(...) During the period of this illness, genital herpes, | was already with him
when going through this. In that period, in the period after that, during
psychological treatment, he was the one, you know, how can | say this, the
one that guided me. You know, “Let’s do this or that if you want” and he was
always with me while | was going to the doctors, while | was being treated.

(...) Bu hastaligim siirecinde, genital ucuk, zaten onun yanindaydim bunu
gecirdigimde. O sliregte, ondan sonraki siiregte, psikolojik tedavi slirecinde
beni hep sey yapan, nasil desem yénlendiren ve sey yapan tarafti. Hani “Sunu
yapalim istersen, bunu yapalim istersen” diye ve doktorlara gitmem siirecinde,
tedavi sirecinde hep yanimda oldu.

During the interviews, some participants stated that their health anxiety appeared when they
had a problem with their relationships or job, and interestingly, their health condition improved

right after the problems disappeared.

For example, when Onur was about 17 years old, he went to a doctor due to his sleep
problems; too much sleeping and having trouble in waking up. According to the results of the

blood tests, there was a significant abnormality indicating a problem in his immune system.
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Physicians initially suspected from different health problems including AIDS, leukemia,
lymphoma, and myelodysplastic syndrome, but after many examinations, these possibilities
were excluded. They could not find the reason for the abnormalities and they decided that
Onur had to go for a check every 6 months. According to his statements, his blood values

were affected by his emotional state.

(...) It's very related to my emotional state. For example, approximately 3
months ago, | have had this ex-girlfriend for quite some time, when | made
amends with her, my values came out normal for the first time in 2.5 years.

(...) Duygusal durumumla ¢ok alakall. Mesela yaklasik 3 ay énce bir dénem,
¢ok uzun siredir eski sevgilim var, onunla baristigimda 2,5 sene sonra ilk defa
normal ¢ikti degerlerim.

Likewise, irem stated that her health anxiety increased in a period when she was worried about

her relations at work.

(...) I think around November | started to be worried about everything. Not just
health anxiety, but also things like “Did | make a mistake here, will the teacher
be angry, did | mistreat the students, what if they file a complaint about me...”
| started being extremely obsessed with lots and lots of things. It's a simple
urinary tract infection. After that, the health checkups began again and | had
a serious attack there.

(...) Boyle bir Kasim gibi filan her seye ¢ok kaygilanmaya basladim. Sadece
saglik kaygisi degdil, “Surda yanlis mi1 yaptim, hoca kizacak mi, égrencilere
yanlis mi1 davrandim, ya beni sikayet ederlerse...”. Bir sird, bir sirti seyi béyle
asiri takmaya basladim. O basit bir idrar yolu enfeksiyonu. Ondan sonra yine
saglik kontrolleri bagladi, yani ¢ok ciddi bir atak gecirdim orda.

These kinds of expressions of the participants made the researcher think about the
reasons and the functions of such an increase in health anxiety. In this regard,
Demet’s following statements pointed out that health anxiety was could also be a

mechanism for coping with other life difficulties.

(...) I also had a phase of psychological blood pressure illness during this
2010-2013 period. This blood pressure | speak of would reach 20 or 19 when
I was 20 years old. | would have hallucinations due to high blood pressure.
There was no real reason for it. | used to work at a teaching institution back
then. It got better when | quit.

(-..) Whenever | am upset or have a problem, this (health anxiety) shows up.
| attribute it to this; | create another problem to survive the initial problem
(laughing), in order to forget the other problem. This is what | attribute it to
because | might go to the east for 6 years and | don’t want to go. Umm, I'm
looking for alternatives so that | won’t have go.
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(...) Bir de psikolojik bir tansiyon hastaligi siirecim oldu yine bu 2010-2013
stirecinde. Bu bahsettigim tansiyonum benim 20 yasindayken 20ler, 19lara
¢lkiyordu. Haliisinasyon gériyordum yiiksek tansiyondan dolayi. Higbir
sebebi yoktu. Dershanede galigiyordum o zamanlar. Istifa ettim gegti.

(...) Ne zaman benim bir (ziintim sikintim olsa, bu (saglik kaygisi) ortaya
¢ikiyor. Ben suna yoruyorum; o lzlinti sikintimla survive edebilmek igin baska
bir sikinti yaratiyorum kendime ki (glilliyor) 6biirtinii unutabileyim. Ben buna
yoruyorum ¢linkii su an benim doguya gitme durumum var 6 yil ve gitmiycem.
I ve gitmemek icin bagka alternatifler ariyorum burada.

Another benefit of being or feeling ill emerged as the rearrangement of duties and priorities
and putting the health above everything else. As a consequence, participants experienced an

increase in self-care, self-acceptance, and self-worth; and a decrease in guilt feelings.

Ali’'s greatest fear was being unable to work because of an illness and losing his reputation.

So, my greatest thing is this, since | am the only source of income for the
family, | am providing my children education. My greatest fear is this, | mean,
illness. | fear something might happen to me, I might leave my children in such
a state... | also have a reputation in this environment. | mean, you know, when
| contracted this illness, | couldn’t work for 1 year.

Ya benim en bliylik seyim su, ben ailenin tek ge¢im kaynagi oldugum igin
gocuklarimi okutuyorum. En biyiik korkum su, yani hastalik (ile ilgili) korkum;
bana bir sey olursa, gocuklarimi bu durumda birakirsam... Hani bir de ¢evreye
kargi bir itibarim var yani. Béyle hani, ben bu hastaliga yakalandigimda 1 yil
calisamadim.

However, he also underlined that he could take a rest and take care of himself when he feels

sick.

Once a year it is an immense amount of stress. This illness comes suddenly
and you forget everything else. Your head aches, your body aches, you
literally lie down, I lie down and rest. (...) This illness turned into such a thing
that | take care of only myself, | mean, because | am the one who needs to
be standing.

Yani séyle yilda 1 kere agiri derecede stres. Bu hastalik bir anda geliyor, blitiin
her seyi unutuyorsun. Bagin agriyor, gévden agriyor, hemen yatiyorsun, yatip
dinleniyorum. (...) Bu hastalik ©6yle bir sey oldu ki sirf kendimle
ilgileniyorum, yani sirf benim kendimin ayakta kalmasi lazim yani.
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After Melis was diagnosed with cancer and learned that it was a misdiagnosis, she started to
do things that she had always wanted to do. Moreover, she added that her mother was

reluctant to let her move into a separate apartment, but after these events she approved it.

After this period, it didn't immediately happen. | didn’t become extremely
anxious. | was full of life and “I'll go to this training; I'll do this as well.” In fact,
| found myself in training sessions on psychotherapy application for cancer
patients and such. Then | stopped. | realized that | was trying to cope. “Slow
down a little”. Then, | returned to masters. It was a little, for example, | moved
out to my own home. Maybe that's why my mother gave me permission to
move out immediately, | don’t know. Maybe because my life was saved. Umm,
I made some friends here and blew off the thesis. | said I'll extend it, you know,
I don’t care much. I lived through a fun period, in bars, without working. | mean,
in those days | would say “Oh well, everyone can be this, we can die like this,
and so on.”

Sonra bu dénemden sonra, hemen de sey olmadi. Yani agirili kaygili
olmadim. Bbyle agiri hayat dolu bir sekilde, iste “O editime gidicem, bunu da
yapicam” diye. Boyle hatta kendimi seyde buldum kanserli hastalara
psikoterapi uygulamalari editiminde falan buldum bi. Sonra biraktim, seyi fark
ettim yani basa ¢ikmaya calisiyorum. “Bir dur”. Ondan sonra yliksek lisansa
déndim. Sey oldu biraz, eve ¢iktim mesela. Annem hemen izin verdi belki de
0 ylizden eve c¢ikmama bilmiyorum. Hayatim kurtuldu diye. I iste sey,
arkadas cevresi edindim burda ve saldim tezi. Dedim uzatcam yani dedim
umurumda degil. Birazcik dyle sey bir dbnem yasadim; eglenceli, barlarda,
gcalismadan. Yani hemen o zamanlar bdyle iste sey diyordum “Aman ya
herkes sbyle olabilir, boyle élebiliriz, bilmem ne.”

She also draws an analogy like that: “I may have turned from a person who was constantly
saving money to someone who is spending money for enjoyment with the thought that anything
can happen at any time.” (“Stirekli para biriktiren bir insandan yani her an her sey olabilir su

an keyifli bir sey yapayim bu parayla diyebilen bir insana dénmdis olabilirim.”)

She described how things have changed for her as follows:

(...) It was also as if | had come to my senses because | used to be a person
that planned everything a lot. Ok, now I'm going to finish school, I'll do this,
then I'll do that, then this this and this. That thing stopped, but in my opinion
that was a good thing (laughing).

(...) Sarsilip kendime gelmisim gibi de oldu ¢linkii her seyi béyle ¢ok planlayan
bir insandim. Tamam, iste okulu bitirecegim, bunu yapacadim, sonra bunu
yapacadgim, sonra su su su diye. O sey bozuldu, ama iyi oldu bence (gdiliiyor).

Besides, she stated that after her experiences, she accepted herself just the way she is.
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Before this situation, | used to worry too much about certain things. My nose
is big, or my hands are chubby, | don’t know, | hate my feet they are too ugly
and stuff. | didn’t really like myself and wouldn’t look at my photos. After this
situation, | began to accept this a lot. | mean, thoughts like “This is good, all
right, this is what | am, fine, I'm not a model” came into being. | wasn’t bothered
with it. For example, in a period when | was worried about having pimples, |
went to a doctor for them and it passed. | had a small treatment, and I'm a
little bit more, you know, towards myself. For example, these days | have
gained a lot of weight and | say it’s fine, I'll buy larger pants and lose weight
anyway. So, | have begun to love myself a little bit more after this situation.
This was one benefit of this situation. Sometimes someone says “You appear
really ugly.” to one of my photographs and | really don’t care because that's
me. When you look at it now, you kind of see this. It’'s like there is a kind of
acceptance, | don’t know.

Bu durumdan énce ben bazi seyleri ¢ok kafama takardim. Benim burnum
biiyiik, iste ellerim tombik, ne bileyim ayaklarimdan nefret ediyorum ¢ok
cirkinler falan. Baya da sey hani hi¢ kendimi begenmezdim falan,
fotograflarima bakmazdim. Bu durumdan sonra bunu asiri kabullendim. Yani
hani “Cok glizel ya tamam ben béyleyim, tamam manken degilim” gibi bir sey
geldi, Kafaya takmiyorum. Mesela sivilceliyim bilmem ne diye dert ettigim
dénemde de sivilce igin doktora gittim, gecti. Mesela ufak bir tedavi gérdiim,
biraz daha seyim kendime. Mesela su aralar ¢ok kilo aldim, tamam o zaman
biraz daha bliyiik pantolon alirim falan diyip, zayiflarim nasil olsa deyip biraz
daha sey yapmaya basladim. Hani biraz daha kendimi sevmeye basladim bu
durumdan sonra. Oyle de bir artisi oldu iste. Bazen biri “Fotografta sen ne
kadar cirkin ¢ikmissin.” falan dedigi oluyor, gercekten umurumda olmuyor
¢linkii o benim yani. Su an bakinca da bunu gériiyorsunuz gibi, béyle bir
kabullenme geldi bilmiyorum.

irem noticed that she turns into a careless person when she feels bad and evaluated these
moments as a “bad holiday”. She explained that in case of an increase in health concerns, she
did not feel obliged to do things that she had to do before.

(...) | realize that when | excessively do the things | don’'t want to do, or, in
fact, it looks like | want to do them, but when | do too many, these things seem
like vacation to me. However, a horrible vacation, not a nice one, but | really
don’t care about anything. | mean, it's not like, my responsibilities, | mean |
may not go to class, join meetings, | might hurt someone’s feelings, may not
answer phone calls, and I'm kind of, | mean, my condition right now is really
bad. | have nothing to do. | really become a terribly indifferent person.

(...) Seyi fark ediyorum yapmak istemedigim seyleri cok yaptigim zaman, ya
da aslinda yapmak istiyorum gibi oluyor ama ¢ok fazla sey yaptigim zaman,
bu seyler bana biraz tatil gibi geliyor. Ama ¢ok kéti bir tatil yani, gtizel bir tatil
degil, ama hakikaten higcbir seyi umursamiyorum. Yani gey gibi degil,
sorumluluklarimi, yani derse gelmeyebilirim, toplantilara gitmeyebilirim, birini
kirabilirim, telefonlari agmayabilirim ve hani seyim yani su an benim durumum
cok Kkotu. Yapacak hicbir seyim yok yani. Hakikaten miithis umursamaz bir
insan oluyorum yani.
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Duru explained that her mother and father decided to bring her into the world so that she
could be a support to her sister.

When | was born, | was born with a purpose. | am an individual that was born
so she wouldn’t be alone, and this wasn’t hidden from me. So that there could
be a sibling to support my sister, so that we could support each other, to be
companions for life even our parents are gone, so that we could have sisters.
(During periods when her mother and father lost their own mothers) They were
left alone when they lost their mothers. | was born after that, they decided on
me after that. There is an 8-year difference between me and my sister. | mean,
they weren’t even thinking about having another. | am already a later child for
this family. That is why | was made. That is my purpose. Later, when my sister
started having minor psychological problems, my purpose was to watch her,
to observe her, and, if necessary, try to keep her under control. That’s the kind
of life | had anyway.

Ben zaten dogarken bir amagla dogmusum. Ben o yalniz kalmasin diye
dogmus bir bireyim yani ben ve bu benden gizlenmedi yani. Ablama destek
olacak bir kardegi olsun, birbirlerine destek olsunlar, biz olmasak bile bir hayat
arkadaslari olsun, hani bir kardesleri olsun diye. (Anne ve babasi kendi
annelerini kaybettikleri stliregte) Yalniz kalmiglar annelerini kaybetme
stirecglerinde ¢ok. Ben ondan sonra diinyaya geldim, bana ondan sonra karar
vermigler. Benim ablamla aramda 8 yas fark var. Zaten hani hi¢c yapmayi
diigtinmiiyorlarmis, zaten geg¢ bir gocugum zaten ben aileye gére. Ben ondan
olmusum, olus amacim o. Daha sonra ablamin ufak tefek psikolojik
problemleri ¢iktiginda da benim amacim ablami gbézetlemekti gbzlemlemekti
onu yeri geldiginde kontrol etmeye ¢alismakti. Béyle bdyle bir hayatim oldu
zaten benim.

She explained how she continued to fill this role assigned to her by her parents by helping
people being in a difficult situation.

I'll go the distance for people who are in a bad situation, | will. When they are
sick, | will do to their home and seriously do their cooking, cleaning, and other
specific stuff. I'll do these even if they don’t want it because | know they can't
do it. I'll do anything they need. (...) | even did it to a friend of mine whom |
wasn’t very close with. Or, for example, what happened most recently was a
friend of mine opened a nursery and this friend lost their father. The nursery
needed to be taken care of by someone. So, | dropped all the things | had to
do, and | had a serious job which | simply walked away from. Thus, | managed
the nursery and then returned. | mean, in these situations | just leave what |
have and do these. In fact, this was also something | did in the family. | mean,
| don’t do anything contrary. | still do it. For example, someone is going to give
birth and wants me beside them. Even if this is someone irrelevant. This also
happened. | mean, we weren't really close friends, but | went there anyway.
During birth this person said “You can come in” and | just went in, and I'm
afraid of blood. (...) When | do that, | feel complete. That is the problem. | feel
really complete because I'm doing something | know. It feels like I'm doing
something that | am obligated to do.
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Zor duruma dlisen insana yani fizana giderim, giderim yani. Hasta oldugunda
evine gidip ciddi anlamda yemedini, temizligini ve belirli seylerini yaparim.
Istemese de yaparim yani ¢iinkii biliyorum onu yapamayacak. Istedigi baska
bir sey varsa yaparim. (...) Cok yakin olmayan bir arkadasima bile
yapmighgim var bunu. Veyahut en son sey oldu mesela bir arkadasim kres
acti, babasi vefat etmisti. Kregin birisi tarafindan sey yapilmasi gerekiyordu.
Biitiin isimi biraktim burda ki ciddi bir isim vardi ¢ektim gittim. Kregi yonettim,
geri déndim yani. Hani béyle durumlarda sey yaparim, kendi isimi birakip
yaparim. Aslinda bu ailede de yaptigim bir seydi benim. Yani tersine bir sey
yapmiyorum. Hala yaparim. Mesela atiyorum birisi dogum yapacak, ben
yaninda olayim istiyor. Alakasiz da birisi. Bu da oldu. Hani ¢cok yakin da bir
arkadasim degil, atladim dogumuna gittim. Dogumda “Igeri sen gir” dedi
atladim igeri girdim ki ben kandan korkarim. (...) Onu yaptigimda
tamamlanmig  hissediyorum sorun orda. Gergekten tamamlanmig
hissediyorum ¢linkii bildigim bir seyi yapiyorum. Yapmam gereken seyi
yapiyorum gibi hissediyorum.

On the other hand, she also explained how she began to protect herself from over-demanding

individuals with the help of her health anxiety.

| do that frequently as well. At 4 or 5 in the night, for example, a friend of mine
calls. | mean, normally I'm a bit, you know, the last technique | used in these
illnesses and stuff was to make people think | am unstable. For instance, I'm
really happy with this because when people think | am unstable they may not
be too demanding. You know, to protect myself. | am aggressive when
necessary, unstable when needed. Yes, | have anxiety as well. | can’t do this
because | have anxiety. In fact, | recently started using this. So, | don’t stress
about other stuff as | used to because, like | said, I tell people I’'m open. | don’t
really care about what people are going to say. I'm trying to live in the moment
from now on.

Onu da ¢ok sik yapiyorum yani. Gecenin 4'linde 5'inde mesela bir arkadasim
arar. Yani normalde seyimdir de, hani en son yaptigim teknik mesela bu
hastaliklarda da seylerde de beni insanlar dengesiz bilsin. Mesela ben bundan
¢ok mutluyum ¢linkli  dengesiz bildiklerinde ¢ok fazla demanding
olmayabiliyorlar. Hani kendimi korumak igin. Yeri geldiginde agresfim, yeri
geldiginde dengesizim. Evet, anksiyetem de var. Bu isi yapamiyorum ¢lnkii
anskiyetem var. Aslinda bunu kullanmaya da yeni yeni basladim. Onun igin
de eskisi gibi stres yapmiyorum bagka seyleri, ¢linkii dedim ya ac¢igim diye
séyliiyorum. Insanlarin ne diyecedi pek de umrumda degil. Ani yasamaya
calisicam artik.

Relief from guilt was another consequence of relief from responsibilities due to a health
condition. Demet mentioned that since she did not fulfill her responsibilities, she feels guilty,
but at the same time, she also feels herself free from this guilt, because her diagnosis

legitimizes her irresponsibleness.

(-..) For example, I'll blame myself if | were sick, if | were cancer, if | went
crawling. Because | would have forced my mother and father, my aged mother
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and father, and my brothers to take care of me, because | bound them to
myself. For example, (family member/s taking care of her) being able to
(corrects herself) not being able to go out to the street, | would feel guilt for
this. However, if it were the apocalypse due to a higher power, I'm not a
believer, but if it were the end of the world, it would somehow be nobody’s
fault. It happened, it's a natural disaster, excellent.

D: There were a lot of times when | felt guilt.
Researcher: About what?

D: | could have been more successful. | mean, | could have worked harder
and studied in a better field; but then I'd say “All right, I'm dyslexic and couldn’t
have done it even if | wanted to.” A relief came over me when | got the
diagnosis. So, | escaped my feelings of guilt when | got diagnosed with
dyslexia.

Researcher: You escaped with the diagnosis.

D: | would constantly blame myself by saying “I could have worked harder,
been better, | wouldn’t have disappointed my family and my brother.” But when
| got that diagnosis, it passed. | don’t have any feelings of guilt right now.

(...) Mesela hasta olsam, kanser olsam, stirtinerek gitsem kendimi sugluycam.
Annemi, babami, yagl annemi, babami, abilerimi bana bakmaya muhtag
ettigim igin, onlari kendime bagl kildigim (i¢in). (Kendisinin bakimini listlenen
aile liyesi/liyeleri) Mesela bir sokada ¢ikacak (dlizeltiyor) cikamayacak bunun
icin sugluluk duyucam. Ama kiyamet kopsa, bir glic tarafindan, inangh degilim
ama dlnyanin sonu gelse bir sekil, kimsenin sugu degil ki. Gelmis iste doga
olayi, mis gibi.

D: Suglu hissettigim ¢ok oldu.

Arastirmaci: Hangi konuda?

D: Daha basarili olabilirdin dedim. Yani daha ¢ok calisip ¢cok daha iyi bir bélim
okuyabilirdim ama sonra “Ha tamam disleksiymisim ben ya, zaten istesem de
yapamiyormusum.” deyip bir rahatlama geldi o taniyi aldigimda. O yiizden o
sucluluk duygumdan disleksi tanisi alinca kurtuldum.

Arastirmaci: Taniyla kurtuldunuz.

D: Siirekli “Daha ¢ok calisabilirdim, daha iyisi olabilirdim” diye siirekli kendimi

sucluyordum. “Aileme, abime hayal kirikligi yagsatmayabilirdim.” diyordum
ama o taniyi alinca gecti. Su an herhangi bir sugluluk duygum yok.

As regard to guilt, Duru told she feels guilty if she thinks that the underlying cause of her
problems was related to her psychological state rather than physiological reasons. As a matter
of fact, simply because of this, her boyfriend asserted that the reason for her problems could

be biological just to relax her. From the following statements, it can be inferred that having a

physiological illness has a guilt-eliminating effect.
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| am aware it's psychological, but maybe it isn’t, | don’t know. | was talking
about that with my boyfriend. He says “It could also be a biological problem,
you pull yourself together saying it's psychological.” because when | go saying
it's psychological, | feel ashamed. | feel ashamed with myself and feel guilt.
My boyfriend is trying to suggest that it could be a bit more biological and it
could resolve itself. He says “Don’t be so hard on yourself by saying it's
psychological. Maybe it’s biological and we can overcome this with smaller
things.”

Psikolojik oldugunun da farkindayim, ama belki de degil bilmiyorum yani.
Erkek arkadasimla onu konuguyorum. O diyor ki “Biyolojik bir sikintin da
olabilir, sen psikolojik diye ¢ok hani kendine geliyorsun.”, ¢linkii psikolojik diye
gittigimde ¢ok utaniyorum. Kendi kendime c¢ok utaniyorum ve ¢ok suglu
hissediyorum kendimi. Erkek arkadasim birazcik daha biyolojik olabilecegini
ve kendi kendine halledilebilecegini ybéniinde daha farkli bir telkin vermeye
calisiyor. “Bu kadar ¢ok psikolojik diye de kendine yiiklenme, belki de biyolojik
hani kii¢iik seylerle bunlarin (istesinden gelebiliriz” diyor.

In conclusion, as discussed in this theme, participants stated that receiving attention and care,

using health anxiety as a defense mechanism to cope with other problems, and gaining the

right to exemption from responsibilities and putting health above all else were the positive

sides

of being il or feeling il besides the negative
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CHAPTER 4

DISCUSSION

This study attempts to understand how health anxious individuals, also known as
hypochondriacs, evaluate their complaints, what their experiences related to health issues are,
and how they interact with health care professionals and with the individuals close to them.
For this purpose, the participants were interviewed and the collected data were analyzed
through interpretative phenomenological analysis and as a result, four themes emerged:
‘Causal attributions of health anxiety: Loss at the core as an unfinished business’, ‘Being
drawn into the vortex of the symptom’, ‘An endless call to an expert for naming own
experiences and eliminating uncertainty’, and ‘Every cloud has a silver lining: Benefits of

being/feeling ill’. These themes will be discussed in the following sections.

4.1. Causal Attributions of Health Anxiety: Loss at the Core as an Unfinished Business

Regarding the emergence of their health anxiety, most of the participants stated that they had
a predisposition to be anxious, that at least one of their parents was anxious, and experienced
an event that caused them to focus on their health. The participants attributed the causes of
health concerns to the combination of those factors rather than one of them, and this seemed
to support the diathesis-stress model. This model suggested that the accumulation or
coexistence of vulnerability, which is the “diathesis” part of the model, and stressful
experiences lies behind psychiatric disorders (Russo, Vitaliano, Brewer, Katon, & Becker,
1995).

Almost all participants stated that they had at least one anxious parental figure at home. This
information conformed to the perspective of attachment theory which suggests children form
a set of representations of relationships based upon their experiences with parents (Bowlby,
1969). That means, for health anxious individuals, anxious attachment style appeared to be
dominant and it has been transmitted from one generation to the other. From a different
perspective, identification with parents who spoke too much about physical complaints and
illnesses, as Wahl (1963) explained, could be another explanation behind an anxious parent-
anxious child pattern. According to the interviews, an anxious parent in the family appears to
have two opposite effects on children: a very anxious child or a very insensitive child. When

the participants were asked how their siblings behaved in health-related matters, they said
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that their sisters or brothers were either very worried even if not particularly in about health or
not concerned about the illnesses at all. The mechanism behind this finding could be explained
by the mechanism of reaction formation. Similar to counterphobias, the indifferent attitude
might be a kind of defense mechanism against anxiety. In reaction formations, the anxiety
does not disappear and the opposite attitude, in this case, a predisposition towards anxiety
still exists in the unconscious (Fenichel, 2005). In the interviews, there was no evidence that
anxiety was somehow in the background of those siblings, most probably since one-to-one
interviews were not conducted with those siblings, and the conditions required for the

emergence of anxiety may not have occurred for those individuals.

Moreover, as explained in the results section of the study, participants addressed that there
were unresolved loss issues and that seems to have the central role. Losing life was one of
the aspects of the loss. Some patrticipants reported that they associated their fear of illnesses
with fear of death. As in the case of Ali, some participants stated that fear of death emerged
after experiencing an illness, and some even stated that death fears had preceded their health
concerns. The literature supported the link between fear from ilinesses and fear of death. A
meta-analysis showed a positive association between death anxiety and hypochondriasis
(Stegge, Tak, Rosmalen, & Voshaar, 2018). The fear of death was argued as a basic fear
underlying the development, course, and continuity of the hypochondria by several
approaches such as terror management perspective or cognitive-behavioural approach
(Arndt, Routledge, Cox, & Goldenberg, 2005; Furer & Walker, 2008; Strachan et al., 2007).
Some participants' health concerns were focused on the reproductive areas such as the
breast, ovary, or genital area. Considering that people who are anxious about their health are
also afraid of dying, their concentration on these body parts can be explained by the concept
of “symbolic immortality”. The concept of symbolic immortality was described by Lifton (1979)
as people having difficulty in accepting the fact of death at the level of consciousness and
therefore tending to suppress it. However, every person knows that death is inevitable. This
knowledge that life is finite creates a need to develop a sense of continuity in the person, and
this need is described as a need for a sense of symbolic immortality. One way of achieving
symbolic immortality that allows people to confront their mortality is biological mode. The
biological mode describes the situation in which a person copes with his/her mortality by
ensuring the continuity of his/her generation through reproduction (as cited in Florian &
Mikulincer, 1998). Therefore, the focus of participants' anxiety on the breast or genital areas
may be related to the difficulty in coping with the idea of death, and at the same time the idea

that the biological mode providing symbolic immortality will be damaged.
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The psychoanalytic perspective also suggests that fear of death was an important part of
hypochondriasis. According to Wahl (1963), hypochondria is a defense mechanism against
fear of death. He associated the protective characteristics of illnesses with intense aggressive
death wishes of children towards a parental figure. Given the fact that such aggressive wishes
are mostly unconscious, and the interviews conducted within the scope of the research are
limited, it may be natural that there is nothing to confirm this information about the function

and mechanism of the fear of death.

The mentioned loss contains not only the loss of life and loss of health domains but also
separation issues. Looking at what the illnesses and losing health meant for the participants,
it was seen that they associated losing health with losing power, reputation, independence,
life, and loved ones. Fear of ilinesses, fear of death, and fear of separation seem to be
intertwined while explaining their health anxiety. It has been shown in the studies that illness
anxiety feeds death anxiety and death anxiety increases illness anxiety. Thus, the causality
between them is not clear (Stegge, Tak, Rosmalen, & Voshaar, 2018). As a result, what is
important here is the relationship that one establishes with loss. Considering the statements
of the participants, fear of losing one’s life, health, or the relationship might be the reflection of
not knowing how to manage loss including death, illness, or separation. In other words,
hypochondria and the accompanying fear of separation and death may be a reflection of the
inability to handle the idea of loss. Supporting this view, Freud explained that the death fear
originated from the feeling of not being able to cope with danger and there are no protecting

forces. Thus, the integrity of the corporeal ego has been threatened (Wilton, 2003).

4.2. Being Drawn into the Vortex of the Symptom & An Endless Call to an Expert for

Naming Own Experiences and Eliminating Uncertainty

The health-related career choice of the participants and their thoughts and behaviors shaped
around their health anxiety indicate the central position of the health anxiety in their lives. Such
preoccupation is emphasized as an important feature of hypochondriasis in many different
theoretical approaches; it is even included in the definition of hypochondriasis (Baur, 1989).
The statements of participants showed that the most important reason for getting within the
symptom more was the effort to gain control over it. Being knowledgeable about symptoms
and treatment of illnesses, taking care for health to prevent ilinesses, thinking about bad things
that might happen in the future and getting prepared for them in advance by doing so, and
being close to the hospitals where physicians can help them were important parts of trying to

get control.
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Nevertheless, the participants stated that having more information about their symptoms and
trying to control their health status had a two-way effect, that is, both anxiety-reducing and
anxiety-enhancing. The anxiety-enhancing nature of searching symptoms on the Internet was
supported by many studies in the literature (Baumgartner & Hartmann, 2011; Doherty-
Torstrick, Walton, & Fallon, 2016), but there were also studies showing that this search
provides a sense of control in addition to the anxiety-enhancing feature (Singh, Fox, & Brown,

2016) supporting the finding of the current study.

One of the reasons why people get even more into their symptoms in this way might be the
enjoyment they get from these anxiety symptoms. As it was clearly stated by irem, it seems
that there is a point where the health anxious person enjoys the health-related work or health-

related routine whether consciously aware or not.

Wahl (1963) mentioned that health anxious individuals give the impression that they are
getting pleasure from being sick because they were mostly reactive to medications, and
psychological and physiological explanations intensified their anxiety. In the interviews,
participants emphasized their relationship with the physician while explaining how they react
to the explanation made by the doctor and how they adhere to the treatments they were given.
If the given treatment came from a doctor whose knowledge was not trusted, they either said
that the given treatments had no effect or even had side effects, or that they did not comply
with the given treatment at all and that they were looking for another doctor. Similarly, if the
diagnosis was made by a doctor whom they do not trust, they have difficulty believing in the
accuracy of the diagnosis as long as they do not have a diagnosis that causes them to be
seriously concerned about their health such as cancer. However, even if the diagnosis and
treatment came from a doctor whom they could trust, they feel relief for a while, and then
somatic complaints seem to persist in other ways. For instance, Beren said that she was
relieved when she was diagnosed with genital herpes, but after a while, she began to worry
about what might happen in the future. It was observed that participants were relieved by the
support they received from their parents or partners, or by physicians who met their “good
physician” criteria and made a diagnosis or applied a treatment. However, this relaxation did
not eliminate the health concerns of the participants. For Sevil, the relaxation time was very
short, while for Gizem, anxiety was defined as peculiar to the current period. For irem, on the
other hand, anxiety was usually too weak to affect her, but rarely, it became very intense.
Although the duration of anxiety or relaxation varies, each participant spoke of a cycle. Freud
made a separation between anxiety and fear in terms of having an object or not; fear had a
specific object, and anxiety had no object. However, Lacan said that anxiety had an object,
and that was “object a” (Evans, 1996). The participants seem to seek information that will
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somehow help them make sense of their experiences in their bodies; mainly a diagnosis. At
that point, it is possible to think of the diagnosis as “object a”. Even though the person believes
that when he reaches “object a”, s’/he will find what s/he is looking for and feel complete, by
nature it is something that constantly escapes (Burgess, 2017). As explained, when
participants received a diagnosis, they were relieved for a short time or felt that it was not true.
The shortness of the relaxing effect of the diagnosis and the ideas about the inaccuracy of the

diagnosis suggested that the diagnosis could be “object a” for people with health anxiety.

It was also observed that when participants received a diagnosis and they believed the
accuracy of the diagnosis, they were not worried at first because they focused on how they
could deal with this “real” situation. Their concerns reappeared after they learned that the
diagnosis was wrong or after they started to receive treatment in relation to their diagnosis and
experienced another somatic complaint. This situation exemplifies that anxiety is closely
related to expectation; the expectation of a danger (Freud, 1926). In fact, from time to time,
some participants mentioned that they were able to react calmly to the important events they
had experienced and that this was found interesting by themselves or by others. For example,
Gizem said that there was a major earthquake on a trip abroad, but she did not panic and
somehow could remain calm. Similarly, when Melis was misdiagnosed with malignant
melanoma, she stated that she felt calm and coped well. Those support the idea that anxiety
is associated with the imaginary structure of the ego because the subject is perpetually

threatened by imaginary castration (Burgess, 2017).

The pleasure, that seems to be taken from feeling sick, was explained by Freud in detail.
According to him, narcissistic investment was made in the bodily organs that eroticize the
organs, and this investment holds pleasure and pain at the same time (Starcevic & Lipsitt,
2001, p. 187). Lacan’s explanation of enjoyment was important at that point. He used the term
“jouissance”, which includes both pain and pleasure. Experiencing enjoyment as a pain
indicated the paradoxical situation in which the subject gets unconscious satisfaction from his
symptoms, which was also explained as a primary gain from iliness by Freud (Evans, 1996).
Anxiety increasing efforts that seem to be aimed at first reducing anxiety may be related to the
unconscious pleasure of people from their symptoms. In this study, although no questions
were asked directly on that kind of pleasure, due to it being an unconscious pleasure, various
inferences were made by considering what the participants explained in the interviews. First
of all, the source of pleasure was not being sick itself, but the things it relates to. On the other
hand, participants said that they associate illnesses with being dependent to the care from
others and not becoming self-sufficient while expressing their concerns about these, but on
the other hand, they explained how they took care and support from the people around them
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due to their somatic complaints and feelings of anxiety. Hence, they may not be able to get
back from complaining and at the same time maintaining the symptoms involuntarily, since
their symptoms simultaneously contain both the fear and the wish to be dependent, or at least
protection from loneliness as an unconscious motive. Participants were more concerned about
chronic illnesses such as cancer, which will require serious care, and at the same time they
were constantly imagining that they have such illnesses. This can be regarded as a sign that
such illnesses are both feared and unwittingly desired. Moreover, most of the participants talk
about the fact that they have someone who takes them to the doctor because of their
symptoms or they are in a situation where they are not alone or want to stay alone. When it is
thought that one of the biggest fears is to be dependent on someone for reasons such as
losing functionality and being unable to work, it can be said that both having a fear of being
dependent and making themselves connected to others through anxiety or somatic symptoms
occur simultenously. In the example of irem, she explained that there was no mourning in her
family for her sibling who died due to birth complications. She also said that she was afraid of
cancer, but she read the blogs of cancer patients in the deadly phase and tries to imagine
death. In a way, she practiced the death process and she might try to give a meaning to it.
Thus, the enjoyment of feeling anxiety about becoming ill could be related to loss issues,
including separation and death. In addition to practicing the issue of death, irem's close
relationship with his father or her husband throughout health concerns indicated that the

complained symptom has some unconscious or conscious gains for the person.

While interacting with me in the position of a researcher and also as a mental health
professional, expressions such as “rest assured that”, “do not suppose that | am exaggerating”,
“really” emerged as important points. Those expressions were considered as an effort to call
the attention of the other person (in that case me, but the other person could be any health
care professional) to their difficulties. According to the Lacanian perspective, there is a call for
the presence of the analyst (Nasio, 1998). Similarly, this communication style of the
participants can be evaluated as a call to physical or mental health care professionals to get
them involved. The frequent use of words such as “well, | mean, you know” by the participants
seemed an attempt to explain themselves better and this might be a part of strengthening this

call.

Based on clinical observations, Meltzer identified two distinctive complaint patterns. In the first
one, the subject complains that their symptoms remain unnoticed, and in the second one,
everybody notices the symptom. While the first pattern refers to changeable and mobile

hypochondriacal symptoms, the second one refers to somatic delusions (Leader, 2004). In
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“Studies on Hysteria”, Freud made a description of the hypochondriacal symptom defined by

Meltzer as

When a certain kind of subject “describes his pains, he gives an impression of
being engaged in a difficult intellectual task to which his strength is quite
unequal... He rejects any description of his pains proposed by the physician,
even though it may turn out afterward to have been unquestionably apt. He is
clearly of the opinion that language is too poor to find words for his sensations
and that those sensations are something unique and previously unknown, of
which it would be quite impossible to give an exhaustive description. For this
reason, he never tires of constantly adding fresh details, and when he is
obliged to break off, he is sure to be left with the conviction that he has not
succeeded in making himself understood by the physician. (Freud 1895b,
p136).

Those ideas of Freud may be the explanation behind why the call to the expert is endless.
This hypochondriacal symptom aimed toward the articulation of a question instead of
establishing certainty was also linked with a demand for love. Thus, there is expected to be an
increase in hypochondriacal concerns in a love relation, but usually, quite the opposite is
found: When the individual is no longer in a love relationship his or her complaints increase
(Leader, 2004). Considering the association between the participants' romantic relationships
and hypochondriac complaints, it can be said that hypochondriacal concerns exist for those
both being in a love relation and not being in a love relation. Married participants generally
said that their spouses were not interested enough in their somatic complaints. If somatic
complaints are a demand for love, then it can be argued that the satisfaction of a person from
that relationship plays a very effective role. In other words, whether a person is in a romantic
relationship or not may not mean anything by itself. The continuity of the somatic complaints
of the participants who do not have any complaints from their partners could be related to
ensuring the continuity of the interest received from the somatic complaints as explained in

the “benefits of being/feeling ill” section below as well.

4.3. Every Cloud Has a Silver Lining: Benefits of Being/Feeling lll

Stuart and Noyes (1999) explained that since anxiously attached individuals did not get
enough attention when they were sick as a child, they may be trying to get attention by using
somatization in their adulthood. Most of the participants, however, explained how much their
anxious parents fell on them when they became ill, in contrast with the argument of Stuart and
Noyes. Also, this finding of the study differs from the findings of a qualitative study on
hypochondria. Papis (2015) reported that participants of that study said their emotional needs
were unmet by their parents, unlike the majority of the participants in the current study.
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Overprotective parents were found in the family background of the individuals with
hypochondriac complaints by a lot of research (e.g., Bianchi, 1971; Baker & Merskey, 1982).
As exceptional cases, Fadime and Oyki clearly expressed that their parents were not
interested in them enough. Although Fadime said that she has not received enough care in
her nuclear family life and also in her marriage, she stated that her children and neighbors are
caring for her because she’s sick. Oykii, on the other hand, explained that even though her
father was not interested in her as a child, he was interested after her accident. She also
informed that her mother was interested with his brother due to him being sick. Therefore, it
can be concluded that one of the important factors for the appearance and continuity of
somatization is not that the individual cannot receive care and attention when she/he is ill,
contrarily, bodily complaints bring attention and care. Supporting this idea, in the study of Levy
(1932), using actual iliness for receiving care and attention was one of the factors associated
with the development of hypochondriacal symptoms. Receiving attention and care as a result
of being or feeling ill was explained in the literature as secondary gain (Wahl, 1963; Craig,
Drake, Mills, & Boardman, 1994; Sata & Munday, 2017).

Another benefit of health anxiety was that it was a way of coping with other life problems. This
can be explained by the fact that familiar situations, namely somatic symptoms and anxiety
about these symptoms, are more preferable than other situations that the individual does not
know how to cope with. In other words, this shift can be explained by a kind of relaxing effect
of familiarity: familiarity with problems about health. Demet is an example saying that
whenever she was upset or had a problem that she had difficulty in coping with, her increasing
health problems would help her to forget those. As stated in the article of Kirmayer and Young
(1998), although some characteristics and prevalence vary from culture to culture,
somatization is not unique to a single culture; on the contrary, it is the most common way of
expressing emotional distress worldwide. Participants who say that somatic symptoms
increase when they are not feeling well psychologically confirm this information. According to
Mental Health Profile Report of Turkey (Erol, Kilig, Ulusoy, Kegeci, & Simsek, 1998),
psychogenic pain, that is defined as physical pain associated with mental, emotional and
behavioral factors, was the most frequent psychiatric diagnosis. This finding showed that the
expression of distress through the body is common in Turkey as well, which was consistent
with the results of the current study. Using the body as a way of communication in Eastern
cultures was more common than in Western cultures. This pattern could be explained by the
fact that in Eastern cultures somatization is less stigmatized compared to other psychiatric
disorders which were believed to be purely “mental” such as depression (Raguram, Weiss, &
Channabasavanna, 1996), and applying to health services due to physical symptoms was an
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easier and perceived as more legitimate (Escobar et al., 1989 as cited in Sahin, Turkcan,
Belene, Yeslilbursa, & Yurt, 2009). One of the participants of the current study, Duru,
exemplified this situation by stating that she felt guilty when she thought that the source of her
problems was psychological; but this guilt disappeared when she thought the source was
physiological. Furthermore, as Kirmayer and Young (1998) stated, the language of illness and
healing depends on which medical tradition is used. In some interviews, participants preferred
to use “rahatsizlik” to refer to their somatic complaints or their anxiety. In Turkish, the first
meaning of the term is to be disturbed, restlessness, and the second meaning is “illness”.
Therefore, the word “rahatsizlik” in Turkish somehow embodies psychological distress. In
Turkish, the relationship between physical problems and psychological problems is reflected
in the meaning of words. For instance, one of the translations of sickness or disease was “dert”
in Turkish, which is a word whose first meaning is distress. Freud’s argument that physical
symptoms are created by the ego to protect itself from threatening external situations and to
feel relief could be an explanation for that (Sata & Munday, 2017). There were some culturally
interesting points in the interviews. For example, Fadime seemed to emphasize that the
somatic problems she is experiencing are not in her hands by saying that illnesses come from
God. It has been shown in numerous studies that religious belief has a negative relation with
various psychological disorders such as depression or substance abuse as shown in the
review done by Koenig and Larson (2001). However, in this study, no evidence has been found
that it has a positive effect on health anxiety for the participants who claimed that they are

religious.

As a consequence of experiencing problems with health, participants’ statements also showed
how their priorities changed and health has surpassed everything. This is consistent with what
Segall (1976) explained. According to him, once people thought that they were ill and adopt
the sick role, they have right to be exempt from normal activities. Enhancement of self-care,
self-acceptance, and self-worth were the consequences of putting health above all the things.
This is also consistent with the idea that self-centeredness was a shared feature by individuals
with hypochondriac symptoms (Fenichel, 2005). It was observed that the socio-economic level
of the participants made a difference in what kind of responsibilities the illness provides relief.
For Fadime and Melek, whose educational level and economic status are lower than other
participants, being sick or feeling sick reduced their responsibilities in terms of not doing
housework, whereas, for participants with higher socioeconomic status, the illness provided
more comfort in terms of academic responsibilities. Moreover, relief from responsibilities felt
for the things that failed because of an illness resulted in a decrease in guilt feelings, as in the
case of Demet. According to the literature, attributing distress to somatic reasons instead of

the emotional difficulties protect the individual from feeling a loss of control and the negative
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effects of psychiatric diagnoses on self-esteem (Kirmayer & Young, 1998), which might be the
explanation behind the decrease in guilt feelings. Thus, it has been suggested that efforts for
the individuals to understand that the source of their problems is psychological should take
the benefit-loss balance into consideration. One of the most important consequences of
thinking that the problems arise from physiological reasons is that it reduces the likelihood of
seeking and accepting psychiatric support (Kirmayer & Young, 1998). This can be explained
by the fact that even though most of the participants in the study receive or are considering
psychological support, they cannot prevent themselves from attending doctors in other
branches.

4.4, Relations of the Four Themes with Each Other

Although producing a model about hypochondriasis was not the aim of the current study, the
found four themes and their relations with each other revealed a preliminary model that must
be explored either with other qualitative methodologies such as grounded theory, or other
guantitative research methods. The associations among the four superordinate themes can
be explained as follows. First of all, loss as an unfinished business was at the core of the
(health) anxiety, and anxiety was thought to appear concerning the loss. Getting within the
symptom more and also making a call to an expert were ways of both coping with the anxiety
and at the same time “nurturing” the anxiety. As can be seen in the extracts, participants’
behavioral or cognitive preoccupation with health issues and even their health related-career
choices did not help them to find out “what is wrong with them” and relax. Therefore, they
thought that they need also a specialist who could find the answer and find solutions for
themselves. Duru, for instance, stated that her family members could not act their way out of
a paper bag since they were very anxious individuals while explaining why she needs a
specialist. Thus, the presence of an anxious parent, as the majority of the participants stated,
might have led the participants to consult an outside specialist. Applying to the specialists to
get an answer could be related to a need for the symbolization of loss. However, their
expectations from the specialists, who were mainly physicians, were either not met or even if
they said that their expectations were met, their symptoms did not end completely and their
relief was not long-term. When patients were not satisfied by the specialists, which is already
impossible, they did an internet search or they chose professions that may have more
information about illnesses although these may sometimes make them more anxious.
Considering the continuity of the symptoms, it can be said that participants had some
conscious or unconscious gains as shown in the last theme, “Every cloud has a silver lining:
Benefits of being/feeling ill”; and these gains may be one of the explanations for the
continuation of the symptoms. As a result, it is possible to summarize the findings obtained
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from the interviews as such: health anxiety provides something that a person could organize
around about the fact that loss cannot be handled, and then the actions are carried out both
for the continuation and elimination of the anxiety. All the unconscious and conscious benefits

are in the center covering those.

The loss at
the core as

Benefits of
being/feeling ill T l

an unfinished
business

Figure 1. Preliminary model showing the relationship between the themes of the study

4.5. General Discussion

Classification of hypochondriac symptoms has been a controversial issue. In DSM-V, instead
of hypochondriasis, two new categories were added. The rationale behind constituting two
categories, somatic symptom disorder and illness anxiety disorder, was based on
differentiating somatic symptoms from anxiety about the illness without physical symptoms
(APA, 2013). This differentiation is based on a mind-body dualism of Western medicine trying
to differentiate affective, anxiety, dissociative, and somatic symptoms from each other, but
since being in the intersection of these anxiety and somatic symptoms, hypochondria cannot
be separated into two as such (Kimayer & Young, 1998). It has been revealed in the interviews
that such a separation is problematic; those two “distinctive” categories seemed to be
intertwined. As can be seen from the demographic information table (Table 3) and the provided

information about the participants in the results section, most of the participants had somatic
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complaints, such as headaches, various pains, or wounds which were either diagnosed by
physicians or sometimes not. Those somatic complaints were occasionally considered as a
sign of more serious health problems by the participants, but still, most of the participants
accepted that psychological state had an important role in their distress or even in their
physical problems. Besides, the “sterile” approach adopted by DSM to classify diagnoses is
problematic when it is considered that individuals with illness anxiety showed high comorbidity
with some other categories, such as panic disorder and obsessions. Regarding this, there was
a debate on whether hypochondria is a form of obsessive-compulsive disorder (OCD) or not.
Abramowitz and Braddock (2006) discussed that the repetitive reassurance seeking in
hypochondria functions similarly to the repetitive compulsive behaviors in OCD. Prevention of
feared outcome, decreasing distress, and preservation of threat perception were those
functions. Based on the overlapping features, they argued that hypochondriasis is a form of
OCD. The intertwining of the concepts was manifested itself in the participants’ expressions
that some participants named their conditions as “health obsession". Moreover, Sevil
explained that her fear of death comes before her health anxiety and it was accompanied by
her obsessive thoughts about being contaminated by germs. The central role of death anxiety
in OCD was discussed in the literature, as well. Menzies, Menzies, and Iverach (2015) reported
that contamination and death fear were linked with washing and checking behaviors explicitly
by those who perform these behaviors. When comorbidity of hypochondria with panic attack
and obsessions were evaluated together with the presence of fear of death in all three, it can
be suggested that further evaluation of the role of fear of death in anxiety is required. In the
DSM approach, a classification has been made based on the symptoms identified for each
diagnostic category, but this leads to the generating categories in which the boundaries
between them and their functions are not clear. Therefore, the argument that new diagnostic
criteria are not a solution to the problems of DSM-IV (Brakoulias, 2014; Ghanizadeh &

Firoozabadi, 2012) was supported by the current study.

One of the aims of the study is to understand how health anxious individuals perceive their
bodies. Participants’ statements about the body appeared from time to time in the quotations
given to clarify the themes, but no separate theme has been constructed due to not emerging
as a strong enough theme. One of the reasons was that participants did not provide any
information about how they perceive their own body or how they relate to their bodies unless
specifically asked. In addition, “What does your body mean to you?” was the question that
participants had the most difficulty in understanding and answering. However, since the body
has been an important part of health anxiety, it might be better to make a discussion about it.
Although the participants tried to describe their bodies as if they were describing a physical
body, their expressions contained elements of having expectations of their bodies, that they
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were disappointed, that they needed to protect it, and that they sometimes perceived it as
something uncontrollable. For example, Duru explained that she did not like her body since it
betrayed her by not being healthy. She also stated that she expected it to be stronger and if it
were healthy, she would not be so busy with it and would feel complete. Thus, it is possible to
say that each participant gave personal meaning to their bodies, which supports the idea that
the body is not just a physical entity as Freud and Lacan argued (Burgoyne, 2004; Gessert,
2004).

There was no difference between the genders in terms of what illnesses mean for them. The
association of illnesses with powerlessness or loss of dignity and functionality was expressed
by both male and female participants. This may be because most of the interviewed women
had higher education levels and had a career. More importantly, femininity or masculinity is
about how a person positions himself/herself rather than pointing to a biological position (Stets

& Burke, 2000) and gender identity may have a more effective role than gender.

4.6. Strengths and Limitations of the Study, and Clinical Implications of the Findings

The participants had no difficulty in talking about their ilinesses or their anxiety of becoming ill.
Even when they were asked to introduce themselves, they often started to directly talk about
those issues. This situation has been evaluated as an indicator of the fact that people with
health anxiety establish a relationship with others by talking about their illnesses and their
transfers develop rapidly in that sense. This supports the idea that the imagined, feared, or
exaggerated illnesses could provide a set of signifiers around which the individual is organized
and can contact with others (Butler-Rees, 2011). Since the participants were comfortable with
talking about the topic of the research, this partially eliminated the disadvantages of having
only one interview with them. Nevertheless, it may be seen as a limitation of the study that at
least a second interview was not conducted to see what the impact of the first interview had
on the participants, to elaborate some issues, if necessary, and to observe what participants

would like to talk about more after the first interview, which was mainly focused on illnesses.

Another limitation of the study could be the limited number of male participants as compared
to the number of female participants. Nevertheless, the ratio of male participants to female
participants represented the prevalence rates in the community. According to the findings of
Mental Health Profile Report of Turkey, the rate of patients diagnosed with hypochondriasis

was 0.8% for women and 0.3% for men (Erol, Kili¢, Ulusoy, Kegeci, & Simsek, 1998).
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Both medical doctors and mental health professionals encounter people with hypochondriac
complaints. It would not be right to think that medical doctors are only related to the physical
symptoms of those people. It is seen that the physical-psychological distinction made by the
experts do not correspond with the reality of people with hypochondriac complaints. Even if
there is no physiological basis for the illness which they thought they had, these individuals
experienced it as if it has that basis. Therefore, it would not help the patients to tell that he/she
does not have a physiological problem or he/she is physiologically well. Moreover, in the
interviews, participants referred to the importance of the doctor’s knowledge when explaining
what they expect from physicians. However, participants emphasized not only the knowledge
of the physicians, but also how much he/she understood himself/herself, whether he/she was
empathetic, or whether he/she put him/her off. Rather than the information itself, the
relationship between the physician and the patient becomes more important, showing the
importance of transference. Also, it was observed that the participants did not comply with the
treatment plan given by the doctors whom they did not trust and did not establish a good
relationship with them, and even they adhere to the treatment given by such a physician, they
talked about the side effects. The importance of the alliance between patients and the
professionals working with them is supported by many studies in the literature (e.g., Weck,
Richtberg, Jakob, Neng, & Hofling, 2015; Xiong, Bourgeois, Chang, Liu, & Hilty, 2007).
Therefore, the findings of the study would be important not only for mental health workers but

also for every professional working with people having health anxiety.

Furthermore, while working with people having hypochondriacal complaints, it s important to
pay attention to the issues related to loss reported by the participants in relation to the
emergence of health concerns. Since the loss seems not been symbolized, it is thought that
talking about it would reduce the somatization. Indivduals with the psychotic structure having
hypochondriac complaints were not interviewed due to the scope of the study. Therefore, such
a recommendation can only be made for people whose hypochondriac symptoms do not have

delusional characteristics.

Finally, this study showed that attempting to point out the relationship of physical complaints
with psychological factors could be an unnecessary intervention that will not have any effect
when we think that most of the participants have already expressed it themselves. Similarly,
the participants mostly accepted the excessiveness of their health anxiety as it was also found
by Beckett (2009). Therefore, people with hypochondriac complaints may not have a poor
insight contrary to popular belief. It should be noted, however, that one explanation for this
may be that the participants were chosen from people who already accepted their health
concerns as high. Moreover, given that the relieving effect of the information provided to the
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participants regarding their health status is short-term and that they are cyclically pursuing the
knowledge of "What is wrong with me", it is important that the focus of the therapy is not to try
to provide an explanation that physical symptoms do not indicate a serious condition because
these quests are perpetual, and in fact they are not the search for what they seek, but the
search itself. In other words, it would be a wasted effort to give those individuals a biological
explanation of their physical symptoms. As a result, therapists working with patients with
hypochondria should help the patient understand the continuity of their desire to know if
something is in themselves and what it is, after establishing a therapeutic alliance with the
patient. The importance of interpersonal interaction was proposed by Schilder. He puts it into
the origin of the subjective experience of one’s body (Schilder, 2013). The reason why
hypochondria is challenging for both medical doctors and mental health professionals, or even
an ignored issue for a while (Wahl, 1963) is perhaps because they are disappointed with these

patients who are not satisfied with the information they provide.
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APPENDIX B: INFORMED CONSENT FORM

Goniilli Katilim Formu
Sayin Katilimci;

Bu calisma Prof. Dr. Ozlem Bozo danismanliginda, ODTU Psikoloji Bélim Klinik Psikoloji
Doktora 6grencisi Burcu Pinar Bulut tarafindan saglik kaygisi olan kKisilerin deneyimlerini

ddrenmek ve bu deneyimleri nasil anlamlandirdiklarini anlamak amaciyla yirutiimektedir.

Calisma kapsaminda uygulanacak olan anketlerin amaci ¢alismanin ikinci asamasinin
katiimcilarini belirlemektir. ilk asamada uygulanacak anketlerin sonucuna gére agik uglu
sorularin sorulacagi gérismelerin yaplilip yapilmayacagina karar verilecektir. Bu gérigmeler
ise ses kayit cihazi ile kayit altina alinacaktir. Gérigsmelerde vereceginiz isim ve kimliginizi
ortaya c¢ikarabilecek bilgiler dahil tim bilgiler yalnizca arastirmacilar tarafindan
degerlendirilecektir. Bu galismadan elde edilecek bilgiler gizlilik esasina uygun bir bigimde,
kisilerin kimlik bilgilerinin kesin gizliligi esas alinarak, sunum ve bilimsel yayinlarda
kullanilabilecektir. Calismaya katilim tamamiyla gonalliliik esasina dayanmaktadir ve
katihm sirasinda herhangi bir nedenden 6turi kendinizi rahatsiz hissederseniz, cevaplama

isini istediginiz anda birakmakta serbestsiniz. Katiliminiz igin simdiden tesekkur ederiz.

Calisma hakkinda daha fazla bilgi almak igin ODTU Psikoloji Bélimi dégrencisi Burcu Pinar

Bulut (E-posta:burcupinarbulut@gmail.com) ile iletisim kurabilirsiniz.

Bu ¢alismaya tamamen géniillii olarak katiliyorum ve istedigim zaman yarida
kesip cikabilecegimi biliyorum. Verdigim bilgilerin bilimsel amacgli yayimlarda
kullaniimasini kabul ediyorum. (Formu doldurup imzaladiktan sonra uygulayiciya geri

veriniz).

Ad Soyad Tarih imza

*If filled in online, only the e-mail address was requested instead of the information above.
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APPENDIX C: DEMOGRAPHIC INFORMATION FORM

Demografik Bilgiler:

Yasiniz:

Medeni haliniz:

1. Bekar 2. Evli 5. Diger (belirtniz)............
3. Bosanmis 4. Dul

Egitim Durumunuz:

1. ilkokul 2. Ortaokul 3.Lise

4. On Lisans 5.Lisans 6. Lisansustu
7. Diger

Caligiyor musunuz?: Evet Hayir

Evet ise mesleginiz:

Cocugunuz var mi?: Evet Hayir
Evet ise kag gocugunuz var?

Yasaminizin ¢gogunun gectigi yer:

1. Metropol (Istanbul, Ankara, izmir) 2. Sehir

3. Kasaba 4. Koy

Ekonomik durumunuzu en iyi hangi segenek yansitiyor?

Dusuk

Orta

Yiksek

Doktor tarafindan teshis edilen herhangi psikolojik bir rahatsizhginiz var mi?

Varsa ne?

Doktor tarafindan teshis edilen herhangi fiziksel bir hastaliginiz var mi?

Evet ise ne?

Doktorlar tarafindan teshis edilmeyen ancak sizde var oldugunu diisiindigiiniiz psikolojik bir
rahatsizliginiz var mi?
Evet Hayir

Varsa ne?
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Doktorlar tarafindan teshis edilmeyen ancak sizde var oldugunu diisiindiigiiniz fiziksel bir
hastaliginiz var mi?
Evet Hayir

Varsa ne?

Su anda herhangi bir nedenle (fiziksel ya da psikolojik) tedavi goriiyor musunuz?
Evet Hayir

Evet ise ne?

Saghiginiz konusunda ne derecede kaygili oldugunuzu diisliniiyorsunuz?
1. Oldukga kaygilryim 2. Biraz kaygiliyim 3. Kararsizim

4. Kaygil degilim 5. Hi¢ kaygil degilim
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APPENDIX D: SHORT HEALTH ANXIETY QUESTIONNAIRE (SHAI)

SAGLIK ANKSIYETESI OLGEGI (KISA VERSIYON)

Bu bolimdeki her soru dort farkl ifade igerir. Litfen her ifadeyi dikkatlice okuyun ve son 6 ay
icindeki duygularinizi en iyi ifade edeni secin. Sectiginiz ciimleyi yanindaki harfi daire icine alarak
isaretleyin, 6rnegdin (a) climlesinin dogru oldugunu distinlyorsaniz (a) yi isaretleyin; birden fazla
ifadenin size uygun oldugunu diisiindigliniizde size uyan ifadelerin hepsini isaretleyin.

1. (a) Saghdimla ilgili endiselenmem.
(b) Sagigimlailgilinadirenendiselenirim.
(c) Saghgimlailgili ok sik endigelenirim.
(d) Sagligimlailgilihemenherzamanendiselenirim.

2. (a)Yasitllnmagoredahaazadr/acihissederim
(b) Yasitlarimkadaragri/acthissederim
(c) Yasitlarimdan dahafazlaagri/acihissederim
(d) Bedenimdestirekliagri/acihissederim.

3. (a) Genellikle viicudumdaki duyum yada degisikliklerin farkinda degilimdir.
(b) Bazen viicudumdaki duyum yada dedisikliklerin farkinda olurum.
(c) Cogunlukla viicudumdaki duyum yada degisikliklerin farkindayim.
(d) Stirekli viicudumdaki duyum yada degisikliklerin farkindayim.

4. (a)Hastaliklailgilidustincelere karsi koymak highir zaman sorun olmamistir.
(b) Cogu kez hastaliklailgili diistincelere karsi koyabilirim.
(c) Hastaliklailgilidiislincelere karsi koymayagalisinm ama gogunluklayapamam.
(d) Hastaliklailgili diistinceler o kadar gticlii ki artik onlara karst hic koymaya calismiyorum.

5 (a)Genellikleciddibirhastaligimoldugukorkusuyoktur.
(b) Bazenciddibir hastaligim oldugu korkusuvardir.
(c) Cogunluklaciddibirhastaligimoldugukorkusuvardir.
(d) Herzaman ciddibir hastaligim oldugu korkusuvardir.

6. (@) Kendimi hasta olarak hayal etmem.
(b) Nadirenhastaoldugumhayallerigéziimiinoniinegelir.
(c) Sikliklahastaoldugumhayallerigdziimiinoniinegelir.
(d) Stireklihastaoldugumhayallerigéziimiinéniinegelir.

7. (a) Saghgmla ilgili diislinceleri zihnimden uzaklastirmakta zorluk cekmem.
(b) Saghdimla ilgili diistinceleri zihnimden uzaklastirmakta bazen zorlanirim.
(c) Saghdimla ilgili dlisiinceleri zihnimden uzaklastirmakta cogunlukla zorlanirim.
(d) Higbirsey zihnimden saghgimlailgilidiistinceleriuzaklastiramaz.
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10.

11

12,

13.

14,

(a) Doktorum kot bir sey olmadigini sdylerse tamamen rahatlarim.
(b) Baslangictarahatlarimamabazenyenidenendiselenirim.

(c) Baslangigtarahatlarimamamutlakayenidenendiselenirim.

(d) Doktorumkétiibirseyolmadiginisdylesederahatlayamam.

(a) Bir hastalik hakkinda konusuldugunda hicbir zaman kendimde oldugunu diisiinmem.
(b) Bir hastalik hakkinda konusuldugunda bazen kendimde de oldugunu diistindriim.

(c) Bir hastalik hakkinda konuguldugunda cogunlukla kendimde de oldugunu distinGrim.
(d) Bir hastalik hakkinda konusuldugunda her zaman kendimde deoldugunu distindriim.

(a)Viicudumdabiralgiyadadegisiklikhissedersemnadirenne oldugunumerakederim.
(b) Viicudumdabir algiyadadegisiklik hissedersem¢ogunluklane oldugunumerakederim.
(c) Viicudumdabiralgiyadadegisiklik hissedersemherzaman ne oldugunumerak ederim.
(d) Viicudumdabiralgiyadadegisiklik hissedersem mutlakane oldugunubilmekisterim.

(a) Genellikleciddibirhastaliayakalanmariskimincok distikoldugunudisindrim.

(b) Genellikleciddibirhastaligayakalanma riskiminoldukcadiistikoldugunu distndiriim.
(c) Genellikleciddibir hastaligayakalanmariskiminortaderecedeoldugunudisindriim.
(d) Genellikleciddibirhastaligayakalanmariskiminyiiksekoldugunudiistintrim.

(a)Aslaciddibirhastaligimoldugunudiisinmem

(b) Bazen ciddi bir hastaligim oldugunu diistnriim.

(c) Cogunlukla ciddi bir hastaligim oldugunu distinGriim.
(d) Genellikle ciddi bir hastaligim oldugunu distintriim.

(a) Neolduguaciklanamayanbir bedensel algifark edersembaska seyleridiislinmekte

zorlanmam.

(b) Ne oldugu aciklanamayan bir bedensel algifark edersem baska seyleri diistinmekte bazen
zorlanirim.

(c) Neoldugu aciklanamayan bir bedensel algi fark edersem baska seyleri diislinmek
¢ogunlukla zorlaninm.

(d) Ne oldugu aciklanamayan bir bedensel algi fark edersem baska seyleri diisinmek her
zaman zorlanirm.

(a)Alemvedostlarmsagligimlayeterinceilgilenmedigimisdyler.

(b) Ailemvedostlarimsaghdimlanormaldiizeydeilgilendigimisdyler.
(c) Ailem vedostlarimsagligim icin fazlaca endiselendigimi soyler.
(d) Ailemvedostlarimhastalik hastasioldugumuséyler.

Asadidaki sorular yanitlarken, sizi 6zellikle rahatsiz eden bir hastaliginiz (kalp hastalidi, kanser, Multipl
Skleroz gibi) olsaydi nasil olurdu diye diisiiniin. Tabii ki tam olarak nasil olacagdini bilemezsiniz ama
genelde kendiniz ve ciddi bir hastalik konusundaki bilgilerinize dayanarak nasil olacagi konusunda en iyi
tahminiyapmaya caligin.
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15.

16.

17.

18.

(a)Ciddibir hastaligimolsaydida hayatimdakiseylerden hala oldukcazevkalabilirdim.
(b) Ciddibir hastaligimolsaydida hayatimdakiseylerden halabirazzevkalabilirdim.

(c) Ciddibirhastaligimolsaydihayatimdakiseylerden neredeysehic zevk alamazdim.
(d) Ciddibir hastaligimolsaydihayatimdakiseylerden hiczevkalamazdim.

(a)Ciddibirhastaligimolsaydimoderntibbin beniiyilestirme sansiyiiksekolurdu.

(b) Ciddibir hastaligim olsaydimodern tibbin beniiyilestirmesansiorta diizeydeolurdu.
(c) Ciddibir hastaligim olsaydimodern tibbin beniiyilestirme sansi gok az olurdu.

(d) Ciddi bir hastaligim olsaydimodern tibbin beniiyilestirme sansi higolmazdi.

(a) Ciddibirhastalikyasamiminbazialanlarinibozard.

(b) Ciddibir hastalik yasamimin bir gok alaninibozardi.

(c) Ciddibir hastalikyasamimin neredeyse heralaninibozard.
(d) Ciddi bir hastalik yasamimi mahvederdi.

(a) Ciddi bir hastaligim olsaydi onurum zedelenmis hissetmezdim.

(b) Ciddibirhastalifimolsaydionurumubirazzedelenmishissederdim.

(c) Ciddibirhastali§imolsaydionurumuoldukgacok zedelenmishissederdim.
(d) Ciddi bir hastaligim olsaydi onurumu tamamen kaybetmis hissederdim.

110



1)

2)

APPENDIX E: SEMI-STRUCTURED INTERVIEW QUESTIONS

YARI YAPILANDIRILMIS GORUSME SORULARI

Kendinizi tanitir misiniz? (Aile iliskileri ya da arkadaslik iligkileriyle ilgili detayli bilgi
edinilemedigi bir durumda, soru detaylandirilacaktir.)
(Could you please introduce yourself? In cases where there is no detailed information
about the family or friendship relationships, the question will be elaborated.)
- (Galisiyor ya da 6grenim goriyor ise) Bu isi/bolimu segmenizde hangi faktorler etkili
olmustu? (If he/she is working or studying) What factors influenced your choice of this
job / department?)
-Nasil bir gocukluk ve ergenlik dénemi gegirdiniz? (How was your childhood and
adolescence period?)
-Ailenizdeki bireyleri nasil tanimlarsiniz? (How would you describe the members of your
family?)
-Ailenizdeki bireylerin hastalik konusundaki tutumlari nelerdir? (What are the attitudes of
individuals in your family about illnesses?)
-Yasadiginiz problemlerle nasil bas edersiniz? (How do you deal with the problems in
your life?)
Sikayetlerinizden bahsedebilir misiniz? (Could you tell me about your complaints?)
-Sikayetleriniz ilkk ne zaman ortaya ¢ikti? (When did your complaints first appear?)
-Bu zamana kadar ne tur sikayetleriniz oldu? (What kind of complaints have you had

so far?)

*Eger katilimcinin almig oldugu bir teshis var ise bu sorular ek olarak sorulacaktir. (If the

participant has been diagnosed with an iliness, these questions will be asked in

addition.)
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-Teshisiniz nedir? Bu teshis size ne zaman konuldu? Size konulan teshisi nasil
degerlendiriyorsunuz? (What's your diagnosis? When did you receive it? How do you
evaluate your diagnosis?)

-Sizi bu teshis ile kaygilandiran noktalar nelerdir? (What are your concerns with this
diagnosis?)

3) Hasta olmak sizin i¢cin ne anlama geliyor? (What does being sick mean to you?)

4) Hasta oldugunuzu hissetmek/hasta olmakla ilgili kaygilanmak sizin i¢in nasil bir sey?
(What is it like for you to feel sick / worry about being sick?)

5) Saghiginizla ilgili bir sikayetiniz oldugunda nasil bir yardim arayisina giriyorsunuz? (Soru,
doktorlari, aile Gyelerini, partnerleri ve arkadaslari kapsayacak sekilde
ayrintilandirilacaktir.) (How do you seek help if you have a complaint about your
health? The question will be elaborated to include doctors, family members, partners
and friends).

- Sikayetlerinizi bagkalariyla ne sikhkta paylasiyorsunuz? (How often do you share
your complaints with others?)

- Kimlerden destek gérmeyi talep ediyorsunuz? Kimlerden destek goériiyorsunuz?
(From whom do you want to get support? From whom do you get support?)

- Size yardim edecek kisilerin hangi 6zelliklere sahip olmasini istersiniz? (Which
characteristics should the people have from whom you expect help?)

-Bu kisilerle kurdugunuz iliskiyi nasil degerlendirirsiniz? (How do you evaluate your
relationship with these people?)

-Beklediginiz yardimi/destegi alabiliyor musunuz? Alabildiginizi ya da alamadiginizi
dusundulrten sebepler nelerdir? (Do you take the support you expect? What makes
you think you take it or do not?)

-Doktora hangi sikayetleriniz nedeniyle gidiyorsunuz? (For what kind of complaints, do

you go to the doctors?)
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6) *Vicudunuzda bir sorun oldugunu diisiinmeniz/bir sorun olduguna dair kaygi duymaniz
konusunda neler dusunlyorsunuz? (What do you think about thinking / worrying that
there is something wrong with your body?)

*Bu soru, katilimcilar agisindan anlasilir olmamasi nedeniyle soru listesinden
cikartiimistir. (This question has been removed from the question list because it is not
understandable to the participants.)

7) Bodyle bir kayginizin olmasinin nedenleri sizce neler olabilir? (In your opinion, what can
be the reasons for having such anxiety?)

8) Bedeniniz sizin i¢in ne anlam ifade ediyor? (What does your body mean to you?)
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APPENDIX G: TURKISH SUMMARY/TURKGE OZET

BOLUM 1

GENEL GiRiS

Hipokondriya, zihin-beden problemi cercevesindeki tartismalarin merkezindedir, c¢linki
bireylerin “gergek” bir hastaliklari olmasa dahi fiziksel sikayetleri vardir (Wintrebert, 2009).
Zihin ve beden arasinda bir etkilesim oldugu, zamanla kabul ediimesine ragmen, cagdas
psikiyatrik tanilama sistemlerinde zihinsel ve fiziksel bozukluklar birbirlerinden

ayristirlmaktadir.

1.1. Hipokondriya Kavrami

“Hipokondriya” kavrami Antik Yunandan gelmektedir; Hipokrat'in bir 6grencisi “hipokondrium”
bolgesindeki “gercek” ve aci verici bozuklugu hipokondri olarak adlandirmistir (Berrios, 2001;
Brown, 1936; Grinnell, 2010; Taylor, 2016; Wintrebert, 2009). Bir terim olarak hipokondriyanin
anlami tarihsel sireg icerisinde degismistir. GlinimUizde bile bu dinamik eski kavramin farkli
anlamlari bazi ortak dzellikler paylagsa da, kavram belirli bir anlama isaret etmemektedir. Her
teorik yaklasim, hipokondriya kavramini ve ilgili 6zellikleri kendi bakis agisiyla agiklamaya
calismaktadir. Biligsel-davranig¢l yaklasim, baglanma kurami yaklagsimi ve psikanalitik

yaklasim yapilan galismaya bir temel olugturmasi amaciyla ayrintilandiriimigtir.

1.2. DSM Bakis A¢isindan Hipokondriya

Bir tani kategorisi olarak hipokondriyazis uzun zamandir tartisilan bir konudur. Bu tartismanin
bir boyutu hipokondriyazis kategorisinin somatoform bozukluklar kategorisine mi yoksa
anksiyete bozukluklari kategorisine mi dahil edilmesi gerektigidir (Scarella, Laferton, Ahern,
Fallon, ve Barsky, 2016). DSM-IV hipokondriyazisi somatoform bozukluklarin altinda
siniflandiriimigtir ancak bu tani kategorisi eski ve yaniltici bir etimolojiye sahip oldugu ve
damgalayici ¢agrisimlari oldugu gerekgesiyle DSM-V'ten ¢ikartiimistir (Starcevic ve Noyes,
2014). DSM-V'te, bu siniflandirma sorununa ¢6zim olarak hipokondriyazisin yerine iki tani
kategorisi eklenmistir: Siddetli bedensel sikayetleri olan kisiler icin “bedensel belirti bozuklugu”

ve hastaliklar konusunda fazlaca kaygili olan ancak dnemli derecede somatik sikayetleri
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olmayan Kisiler icin “hastalik kaygisi bozuklugu” (APA, 2013). Siniflandirma problemini
¢o6zmek amaciyla yapilan bu tir bir ayrim, hem tani hem de tedavi agisindan belirsizlikler
tasimasi nedeniyle bazi arastirmacilar tarafindan elestiriimektedir (Brakoulias, 2014;
Ghanizadeh ve Firoozabadi, 2012). Bu yeni kategoriler cogu klinisyene yabanci gelmekte; bu
nedenle de literatirde “hipokondriazis” ve “saglik kaygisi” terimleri daha c¢ok tercih
edilmektedir. Her ne kadar resmi bir tani olmasa da saglik kaygisi, hipokondriazisin
duygudurum kismi ve glvence arayisi gibi hipokondriazis ile iligkili davraniglar icin siklikla
kullaniimaktadir. Dahasi, hipokondriazis genellikle saglik kaygisinin siddetli bir bigimi olarak

anlasiimaktadir (Starcevic ve Noyes, 2014).

1.3. Biligsel-Davranig¢i Yaklagim A¢isindan Hipokondriya

Bilissel-davranisci yaklasima gore, hipokondriyak bireyler, zararsiz fiziksel duyumlari fiziksel
hastaligin belirtileri olarak slrekli yanlhis yorumlar ve bu hipokondriazinin temel 6zelligidir.
Bireylerin korktuklari fiziksel hastaliklar degiskenlik gdstermekle birlikte genellikle kanser veya
multiple skleroz gibi kronik hastaliklardir (Warwick, 1989). Ayrica, davranisgl bakis agisina
gbre, hasta rolii bireye bir avantaj saglayabilmektedir. Ornegin, birey hasta olmasi nedeniyle
sevdiklerinden daha fazla ilgi ve yardim alabilir veya bazi sorumluluklardan muaf tutulabilir.
Semptomlarin bu tir getirilerine “ikincil kazang” denilmektedir. Dolayisiyla, bu yaklasim,
hekimlerin ve aile Uyelerinin bedensel sikayetlerin sirekliligindeki rollerini vurgulamakta ve
bireylerin bagimsizliklarini olumlu pekistirme ile gliglendirmenin énemi Uzerinde durmaktadir
(Barsky ve Klerman, 1983).

1.4. Baglanma Teorisi Yaklagimi Agisindan Hipokondriya

Baglanma kurami yaklagimina goére, ebeveynlerle (ya da bakim veren kisilerle) olan ¢ocukluk
deneyimleri, i¢sellestirilen ve yetigkinlik déneminde de devam eden bir dizi iliski temsillerinin
olusmasina yol acmaktadir (Bowlby, 1969; ayrica bkz. Hazan ve Shaver, 1987; Wearden,
Perryman, ve Ward, 2006). Baglanma teorisi, saglik davranislarinin nasil gelistirildigi ve
surduruldugu konusunda kigilerarasi iligkilerin rolini anlamaya c¢alismaktadir (Maunder ve
Hunter, 2001). Ornegin Hunter ve Maunder’a (2001) goére, kaygili baglanma stiline sahip
kisiler, hastaliklarla basa ¢ikma konusunda kendi yeteneklerine daha az inanmakta, daha fazla
bakim ve glivence arayisi igerisinde olmakta ve ayni zamanda da aldiklari giivenceden daha

az memnun olma egilimi gostermektedirler.
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1.5. Psikanalitik Yaklagim A¢isindan Hipokondriya

Psikanalitik yaklasim, hipokondriyak belirtileri olan bireylerin 6lim korkularinin, belirtilerine siki
sikiya tutunmalarinin, yardim arama ve reddetme konusundaki davranis kaliplarinin ve

hastaligi bir savunma mekanzimasi olarak kullanmalarinin tGzerine odaklanmaktadir.

Psikanalitik yaklagimda “beden”, hipokondriazisi anlamak agisindan énemli bir role sahiptir.
Oznenin bedeni ile kurdugu iligki dnceden belirlenmemistir; yani baslangigta bedenin psisik bir
temsili yoktur (Burgoyne, 2004). Tibbi yaklagim ise belirtileri deneyimleyen bedeni biyolojik
beden olarak degerlendirir; fakat beden ayni zamanda dil diizenini igcinde barindirmaktadir. Bu
nedenle, nevrotik bir bireydeki bedensel semptomlar biyolojiyle dedil, bireyin kendi biyolojik

anatomisini nasil anlamlandirdidi ile iligkilidir (Gessert, 2004).

Freud'a gore, hipokondriyazisteki anksiyete ego-libidodan kaynaklanmaktadir (Rosenfeld,
1958; Christogiorgos ve ark., 2013). Freud’a gore hipokondriyak bir birey, libido yatirimini dig
nesnelerden geri ¢cekerek bedensel organlarina yapar (vicut organlarinin erotiklesmesi). Bu,
paradoksal bir sekilde zevk ve aciyi ayni anda iginde barindiran narsist bir yatirnmdir (Starcevic
ve Lipsitt, 2001, s. 187). Freud'a benzer sekilde Ferenczi ve Schilder, hipokondriyazistte
vicudun belirli kisimlari igin libidoda bir artis oldugunu savunmuslardir. Travma, libidonun
daha 6nce narsistik anlamda dikkat ceken bir organa transferini kolaylastirmaktadir (Schilder,
2013, s.143). Bireysel alanin yani sira Schilder, kisilerarasi etkilesimi, bir kisinin bedenine dair
O6znel deneyiminin kaynagi olarak vurgulamigtir. Freud'un bakis agisini bir temel olarak
kullanan Melanie Klein, hipokondriyi hem narsistik libidodaki bir artis hem de buna karsi
yapilan bir micadele olarak kavramsallagtirmistir. Cocugun erken gelisim evreleri ve buna
bagh agresif durtliler, Kleinian'in hipokondriyaya yaklasiminda merkezi bir konumdadir.
Herbert Rosenfeld (1958), Freud ve Klein’in, erken ddonem narsistik evreye bir gerileme oldugu
yonundeki fikrine katiimistir. Bununla beraber hipokondriyanin gecici veya kronik olup
olmamasina gdre farklilastiriimasi gerektigini de eklemistir. Katzenegelbogen (1942), psikotik
olmayan Kkigilerin hipokondriyak sikayetlerini somatik icerikli psikotik sanrilardan ayirt
edebilmek icin psikotik olmayan bireylerin bedensel sikayetleri icin “hipokondri” yerine

“somatik” ifadesinin kullaniimasini énermistir.

Hipokondriya literatirine bir baska katki Charles William Wabhl tarafindan yapilmistir. Wahl,

hipokondriyak bireylerin semptomlarina baghliklarinin arkasinda doktorun yardim

denemelerini agresif bir sekilde reddetme amaci olmadidini, semptomlarinin bir soruna ¢éziim

olmasi dolayisiyla bu kisilerin “iyi hissetme”ye yonelik isteksiz olduklarini séylemistir. Dahasi,

Wahl'a goére, hipokondriyak bireyler fiziksel sikayetlerin ve hastaliklarin ¢ok¢a konusuldugu
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ailelerde yetismislerdir. Ozdesim kurma siiregleri nedeniyle, bdyle bir ailede yetisen ¢ocuk,
ebeveyn figlrinin kirllganhg ile 6zdeslesmektedir. Ayrica Wahl, hasta olmanin biling disi
olarak kisiye bakim alma ve sefkat gérme gibi faydalar sagladidini ikincil kazang kavramiyla
aciklamigtir. Hastanin hayatindaki ikincil kazanglari bulmak igin, yasaminin yakindan
incelenmesi gerekmektedir (Wabhl, 1963).

Psikanalitik literatirde “hipokondriya® belirsiz yodnleri olan bir kavram olmaya devam
etmektedir. Hipokondriya, izole bir nevroz gibi gériinmekten ziyade akut anksiyete nevrozu,
nevrasteni veya zorlanti nevrozlari gibi diger psikopatolojilerle biraradalik (komorbidite)
gosterir. Hem nevrotik hem de psikotik yapilarin izlerini tasidigi igin hipokondriya, histeri ve

psikoz arasinda bir gegis asamasi olarak bile kabul edilmektedir (Fenichel, 2005, s. 240).

1.6. Gahigmanin Amaci

Arastirmaci, klinik psikolog olmasi nedeniyle profesyonel anlamda gesitli somatik sikayetleri
olan kisilerle karsilagsmaktadir. Bu tir sikayetler ayni zamanda arastirmacinin ailesinde de
yaygindir; dolayisiyla gunlik yasaminin bir pargasi halindedir. Hipokondriyak semptomlari
olan bireylerin bedensel semptomlarina saplanma halleri ve sagliklari i¢in endiselenmemeye
ikna edilme konusundaki zorluklari arastirmacinin 6zellikle dikkatini ¢ekmistir. Dahasi,
arastirmacinin teorik yaklasimi, aktarimin énemli bir kavram oldugu Lacanyen psikanalizi
temel almaktadir. Hipokondriyak bireyler, 6nemli baskalarindan ve saglik profesyonellerinden
glvence alma istekleri ve ayni zamanda aldiklari glivenceyi reddetmeleri ile bilinmektedir. Bu
nedenle arastirmaci, hipokondriyak bireylerle kurulan aktarim iligkisinin ¢aligilmasinin, hasta
ile terapist arasindaki iligkinin tim tekniklerden daha 6nemli bir konumda oldugu psikoterapiler

icin yararli olabilecegini disinmektedir.

Bu calismada, saglik kaygisi yuksek olan bireylerin bedenleriyle nasil iliski kurduklarini,
kendilerinde var olduguna inandiklari (ya da teshis edildikleri) hastaliklarina veya hastaliga
iliskin kaygilarina dair deneyimlerini arastirmak amaclanmistir. Ayrica, bu kigilerin 6zellikle
doktorlarla, diger saglik profesyonelleriyle ve glivence aramak igin bagvurduklari baskalariyla
iliski kurma sekilleri anlasilmaya galisiimistir. Calismanin hedefi istatistiksel bir genelleme
yapmak degildir; aksine, bu Kisilerin sikayetlerini nasil yorumladiklarini, bu konu hakkindaki
duygularinin ve duslincelerinin neler oldugunu ve belirtilerinin kendilerini nasil etkiledigini ve

tim bunlari nasil ifade ettiklerini derinlemesine anlamak arastirmacinin odak noktalaridir.
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BOLUM 2

YONTEM

2.1. Nitel Arastirma Yontemi ve Yorumlayici Fenomenolojik Analiz

Nitel arastirmalarin amaci, katihmcilarin sosyal fenomenleri nasil anlamlandirdiklari,
algiladiklari ve deneyimledikleri Gzerinde durarak bu fenomenlere aciklik kazandiracak
kavramlarin gelistiriimesine katkida bulunmaktir (Pope ve Mays, 1995). Hipokondriyak
semptomlari olan bireylerle galisan klinisyenlere ve hekimlere, semptomlarin tarihgesini ve
seyrini dikkatlice degerlendirmeleri ve kisilerin etkilesim tarzlarina, semptomlarini
tanimlarkenki dil kullanimlarina ve bedenleriyle nasil iliski kurduklarina énem goéstermeleri
tavsiye edilmektedir (Lipsitt, 2015). Pratik uygulamalara katkida bulunmak igin bu alanlari

kapsayacak arastirmalar yapilmasi gerekmektedir ve nitel ydntem bu amaca uygundur.

Yorumlayici fenomenolojik analiz (YFA), koklerini fenomenolojiden, hermeneutikten (yorum
bilgisi) ve idiografiden (spesifik bir olayl anlamaya y6nelik) almaktadir (Smith, 2011, s. 9.).
Husserl'in felsefi ¢alismasi fenomenolojinin temelini olusturmaktadir. Husserl’'e goére, bir
fenomeni anlamak igin 6znel deneyimin zengin bir sekilde tasvir edilmesi gerekmektedir.
Martin Heidegger de fenomenolojik yaklagiminda 6znel deneyimlerle ilgilenmistir; ancak tasvir
etme yerine yorumlamaya daha c¢ok &énem vermistir (Dowling, 2007). Heidegger'in
hermeneutik fenomenolojisi temel alindiginda, YFA’'da, kKigilerinin deneyimlerinin arastirmaci
tarafindan yorumlanmasi, bu deneyimlere erismek icin gerekli bir stiregtir (Smith ve Osborn,
2003; Smith, 2011; Biggerstaff ve Thompson, 2008). YFA, bir kisinin kendi deneyimlerine nasil
bir anlam verdigine odaklandidi i¢in (Willig, 2001), vakanin ¢ok ayrintili bir incelemesinin
yapilarak 6znel deneyimlerinin ¢aligilabilmesine sistematik bir yaklagim sunmaktadir (Smith,
Harre ve Van Langenhove, 1995). Saglikla ilgili konular i¢in YFA, sik kullanilan bir ydntemdir
(Cronin ve Lowes, 2016); ¢unkl saglik uzmanlarina hastaliklari (bu g¢alismada fizyolojik bir
boyuta sahip psikolojik bir durum) hastanin gézinden gérme olanagini saglamaktadir

(Biggerstaff ve Thompson, 2008).

2.2. Katihmcilar ve Ornekleme Yéntemi

Katihmcilarin yas araliklari, yasadiklari sehir ve saglk kaygilarinin seviyeleri YFA'nin amagli

ornekleme ydntemine uygun olarak gereken homojenligi saglamak icin sinirlandiriimistir
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(Smith ve Osborn, 2003). Buna goére, calismanin katilimcilari; 19-55 yaslari arasinda,
Ankara'da yasayan, anket puanlarina gére saglik kaygilari yiksek olan ve saglik kaygilari

oldugu kendileri tarafindan da rapor edilen 14 kisiden olusmaktadir.

YFA'da érneklem buyikliga belirlenirken belirli bir kuraldan ¢ok cesitli ilkeler g6z 6éninde
bulundurulmaktadir. Bu arastirmanin érneklem bulyukligu belirlenirken; ¢alismanin amaci ve
yapilan gorismelerden arastirilan fenomene dair elde edilen bilgilerin ne kadar zengin oldugu
dikkate alinmistir. YFA’da vakalarin derinlemesine analiz edilmesi amag oldugu icin genellikle
orneklemin kicik tutulmasi tercih edilmektedir (Smith ve Osborn, 2003). Sonug olarak, bu

galismanin érneklem buyukliga YFA i¢in uygundur.

2.3. islem

Calismanin yuritilebilmesi icin gereken etik onay, Orta Dodu Teknik Universitesi insan
Arastirmalari Etik Kurulundan alinmistir. Bilgilendiriimis onam formu, demografik bilgi formu
ve Saglik Anksiyetesi Olgegi potansiyel katilimcilarin coguna e-posta yoluyla iletilmistir. Pratik
nedenlerden 6tlrld, U¢ katilimciya anketler basili kopya olarak verilmigtir. Potansiyel
katihmcilardan anket verileri toplandiktan sonra, gorisme yapilmasi uygun olan katihmcilar
belirlenmistir. Calismanin verileri, ylz yilze yari yapilandiriimis gortismeler yoluyla elde
edilmistir. Arastirmaci, bir yandan hazirladigi gérisme sorularini akilda tutarken, bir yandan
da goérisme esnasinda ortaya ¢ikan yeni konulara agik olmaya ve katilimcilara 6zgurce
konusabilecekleri bir ortam saglamaya c¢alhsmistir. Her bir katiimciyla yalnizca bir kez
gOrusulmastir. Gérugmeler ses kayit cihazi ile kaydedilmis ve katilimcilar onam formunda bu
konuda dnceden bilgilendiriimiglerdir. Gorismeler 50 dakika ile 2 saat arasinda surmastar.
Gizliliklerini koruyabilmek amaciyla gercek isimlerinin yerine katilimcilara takma isimler
verilmigtir. Calismanin yUrataldigad dénemde profesyonel destek almayan katilimcilara,
yapilan gérismenin sonunda bir uzmana yoénlendiriimek isteyip istemedikleri sorulmustur.
isteyen katilimcilara Orta Dogu Teknik Universitesi Psikoloji Boélimine baglh olarak
calismalarini yuriten AYNA Klinik Psikoloji Destek Unitesi hakkinda bilgi verilmistir.

2.4. Veri Analizi

Analizler YFA'nin ilkelerine goére yapilmistir (Smith ve Osborn, 2003). YFA'nin felsefesi
fenomenoloji ve idiografiye dayanmaktadir (Smith, Flowers, ve Larkin, 2009); bu nedenle,
daha genel kategorilere ulasmadan 6nce her bir vakanin ayri ayri analiz edilmesi ve ayrintili
incelenmesi gerekmektedir. ilk olarak, birinci gériismenin ses kayitlar desifre edilmigtir.
Desifre edilen bu metin, katiimci hakkinda butiinsel bir fikir edinebilmek igin birka¢ kez
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okunmustur. Arastirmaci tarafindan bu okumalar yapilirken desifre metinlerinin sol kenarina
arastirmacinin yorum ve disulncelerini de iceren bazi notlar yazilmistir. Daha sonra ilk
notlar, gegici temalara donUstlriimads ve bu temalar sag kenara not edilmistir. Bir sonraki
adim olarak, bu temalarin baglantilari incelenmis ve ilgili olanlar alt ve Ust temalari elde
etmek icin kimelenmistir. Birinci vaka igin alt ve Ust temalar olusturulduktan sonra, her vaka
icin ayni islem tekrarlanmistir. Yapilan analizler sonucunda, 'Saglik kaygisina yapilan
nedensel atiflar: Halledilmemis bir mesele olarak kayip', 'Semptomun girbadina suriklenmek’,
'Deneyimlerini adlandirmasi ve belirsizligi ortadan kaldirmasi i¢in bir uzmana yapilan sonsuz
cagri' ve 'Her serde bir hayir vardir: Hasta olmanin/hasta hissetmenin faydalari' olmak tzere

dort tema ortaya gikmistir.

2.5. Calismanin Giivenirligi

YFA yaklagiminda, arastirmacinin katihmcilarin yorumlarina iligkin degerlendirmelerinin
onemi vurgulanarak, arastirmacinin konuya dair 6n bir anlayisi oldugu kabul edilmistir. Bu
kabul ile birlikte, galismanin glvenirligi icin arastirmacinin kendi inanglarini, degerlerini, bilgi
ve deneyimlerini tanimasi ve bunlarin farkinda olmasi énemlidir; ¢linkd bunlar tim arastirma
surecini etkileyebilmektedir. Bu baglamda, arastirmacinin teorik yaklasimini ve bu tezin
konusu ile ilgili olarak kisisel deneyimlerini agiklamasi dnemli olmaktadir. Arastirmaci 30
yasinda bir kadindir ve ODTU’de Kilinik Psikoloji alaninda doktora yapmaktadir. Ug buguk yildir
Lacanyen Psikanaliz Uzerine c¢alismaktadir. Bu nedenle, psikolojik kavramlara ve
psikopatolojiye bakis agisi, Lacanyen yaklasimdan etkilenmistir. Hipokondriyayi bir teshis
olmaktan ziyade daha genel bir yapi icerisinde tartisilabilecek bir semptom olarak disinmesi,
katilimcilarin hipokondriya teshisi almis olup olmamalarini dnceligi olmaktan ¢ikartmasina
neden olmustur. Teorik bakis acisinin yani sira, saglik kaygisi olan bireyler arastirmacinin
kisisel yasamimin da énemli bir parcasidir. Aile bireyleri arasinda saglik kaygisi ve genel

olarak da kaygi yaygin bir durumdur.

Arastirmacinin kisisel bakis agisinin arastirma sireci Uzerindeki olasi etkilerinin farkinda
olmasinin yani sira, yari yapilandirilmis yuz ylze goérismeler yoluyla veri toplamak
arastirmanin guvenirligini artirmak igin énerilen baska bir stratejidir (Chan, Fung, ve Chien,
2013). Gérusmelerin yari yapilandiriimis yapisi, aragtirmacinin katilimcilari odakli bir sekilde
dinlemesine ve dnceden hazirlanmig sorularla sinirli kalmadan, katilimcinin getirdigi konular
hakkinda konusmalarina olanak saglamaktadir. Ayrica, Chan ve arkadaslari tarafindan
oOnerildigi gibi, veri toplama ve gorismelerin degerlendiriimesi slireci boyunca meraki
koruyabilmek ve vyeni fikirlere acik olabilmek adina literatir taramasi yapmaktan geri
durulmustur. Ayrica, tema olusturma surecinde, katilimcilarla yapilan gérismelere ait desifre
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metinleri Gzerinde yapilan ilk yorumlamalar tez danismani ile birlikte degerlendirilmis ve daha
sonra ortaya ¢ikan temalar o temalarla iliskilendirilen katihmcilarin alintilariyla, arastirma

surecini daha agik hale getirmek igin bir arastirma ekibi ile birlikte tartisiimistir.

BOLUM 3

SONUCLAR/BULGULAR

14 vakanin yorumlayici fenomenolojik analiz ydontemiyle analiz edilmesi sonucunda, dort st
tema ortaya gikmustir: ilk tema 'Saglik kaygisina yapilan nedensel atiflar: ‘Halledilmemis bir
mesele olarak kayip'; ikinci tema 'Semptomun girbadina siriklenmek’; Gglincld tema
‘Deneyimlerini adlandirmasi ve belirsizli§i ortadan kaldirmasi igin bir uzmana yapilan sonsuz
¢agri' ve dordincu tema, 'Her serde bir hayir vardir: Hasta olmanin/hasta hissetmenin

faydalari'dir.

3.2.1. Saghk Kaygisina Yapilan Nedensel Atiflar: Halledilmemis Bir Mesele Olarak
Kayip

Tum katilimcilara, saglik kaygilarinin baslangicina hangi etmenlerin katkisi oldugunu anlamak
icin kaygilarinin ne zaman ve nasil basladigi ile hangi durumlarda bu sikayetlerinin arttig
sorulmustur. Kaygili bir ebeveyn figurine sahip olmak katilimcilar tarafindan ifade edilen temel
etmenlerden birisi olmustur. Katimcilar ebeveynlerini (anne ve babalarinin her ikisini ya da
anne veya babalarindan birini) spesifik olarak saglik konusunda ya da genel anlamda her
konuda endiseli kisiler olarak tanimlamislardir. Kayginin bir nesilden digerine aktariimasina
yapilan vurgu bazen o kadar kuvvetli olmustur ki; bu, katiimcilarin kendilerindeki kaygiyi aile
bireylerinden “genetik” bir gegis olarak yorumladiklari disinadlmuistir. Bir nesilden digerine
olan bu aktarimin aslinda ‘halledilmemis bir mesele olarak kalan kayipla’ ilgili kayginin
iletiimesi oldugu degerlendirilmistir. Bazi katihmcilar ise saglik kaygilarina 6zgu olmasa bile
kaygli olmak konusunda bir yatkinliklarinin oldugunu belirtmiglerdir. Kaygili bir ebevyn
figirine sahip olmaya ve kaygiya egilimli olmaya ek olarak, katilimcilarin gcogu saglikla ilgili
kaygilarinin ortaya ¢ikmasini; bir kaybi deneyimlemis, gézlemlemis ve / veya beklentisi
icerisine girmis olmakla ve bu deneyimlerle ilgili yasadiklar zorluklarla iligskilendirmislerdir.
Hastalik deneyimini kendileri yasayan katilimcilar, saghk kaygilarini hastaligin kendisi veya

hastaliklariyla ilgili deneyimledikleri prosedurlerle iligkilendirmislerdir. Katihmcilar, hastalik ve
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anksiyete arasindaki iliskiyi sadece hayatlarini kaybetme ihtimalleri lzerinden degil ayni
zamanda bagimsizliklarini, giglerini ve sayginliklarini kaybetme olasiliklari Gzerinden de

kurmusgladir.

3.2.2. Semptomun Girbadina Siiriiklenmek

Gorusmeler sirasinda, katihmcilar sikayet ettikleri veya korktuklari seylerin daha da igine
girmekten kendilerini nasil geri alamadiklarini ifade etmislerdir. Elde edilen sonuglara gére,
saglikla ilgili kariyer segimi ya da bu tip bir kariyer segmemis olsalar bile bu yénde bir segim
yapma istedi katihmcilar tarafindan dile getirilmistir. Katilimcilarin saglikla ilgili kariyer
secimlerine ek olarak ortaya c¢ikan didger bir alt tema, bedeni en ufak degisiklikleri bile
gorebilecek bir bigcimde incelemeyi, semptomlar hakkinda bilgi almak ve kontrol etmek igin
internet taramasi yapmayi, saglik durumunu gézden gegirmesi igin sik sik doktora gitmeyi ve
beslenme gibi yasam tarzi aliskanliklarina abartili bir sekilde dikkat etmeyi igceren tedbir
davranislariyla mesgul olmaktir. Ancak bu davraniglar bazen ters etki olusturan sonuglara yol
acmaktadir: Katilimcilarin kaygi dizeyleri azalmak yerine artmaktadir. Ayrica katilimcilar
internet kaynaklarinin hastaliklar konusunda karamsar bir bakis agisina sahip oldugunu
bilmelerine ragmen, semptomlari hakkinda daha fazla bilgi edinmek icin bunu yaptiklarini ifade
etmislerdir. Son olarak, bazi katilimcilar gelecekte ortaya ¢ikabilecek hastalik veya 6lim gibi

ko6t olaylar Gizerine fazlaca disindiklerini sdylemislerdir.

Katilimcilarin segimleri, davraniglari ve dusinceleri, onlari semptomun daha da igine
girmeleriyle sonuglanmasi bakimindan celiskili goriinmektedir. Bu durumu nasil
yorumladiklarini anlamak igin sorular soruldugunda, katilimcilar zaman zaman neden
bdyle oldugunu anlamadiklarini ve bilmediklerini sdylemislerdir. Ancak katilimcilarin
ifadelerine gore temel neden, endiselendikleri seyler Uzerinde daha da igine girerek
bir hakimiyet kurma cabasidir. Saglk kaygisi Uzerindeki kontroli sdrdirme
cabalarinin cogu zaman ise yaramadidini ve hatta daha da kaygilandiklarini ifade

etmelerine ragmen, bunu yapmayi durduramadiklarini belirtmiglerdir.

3.2.3. Deneyimlerini Adlandirmasi ve Belirsizligi Ortadan Kaldirmasi i¢in Bir Uzmana

Yapilan Sonsuz Gagri

Calismanin bir diger amaci, saglik kaygisi olan bireylerin saghk hizmeti veren profesyonel
kisilerle nasil etkilesime girdiklerini, onlardan neler beklediklerini anlamaktir; ¢linku siklikla
ve bazen de takintili bir sekilde saglik kaygisi olan bireyler bu profesyonellerle yiz yize

gelmektedirler. Bu amagla, katilimcilara saglik profesyonelleriyle kurduklari iliskiyi anlamaya
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ve onlardan beklentilerinin ne olduguna yonelik sorular sorulmustur. Elde edilen yanitlar,
katihmcilarin deneyimlerini adlandirarak bunlari kendileri igin anlaml hale getirebilmeleri ve
saghk durumlarnyla ilgili stphelerini ortadan kaldirmalari i¢in doktorlara ihtiyag duyduklarini
gOstermektedir; ancak bilgi ve netlik kazanma ihtiyaci doktordan bakim talep etmekten
bagimsiz olarak ifade edilen bir sey olmamistir. $Soyle ki, katilimcilar igin doktorun yalnizca
bilgili olmasi, “iyi bir doktor” olmasi igin yeterli gérinmemekte ayni zamanda onlarin ilgili
olmasini ve kendilerine 6zenli ve ilgili davranmalarini beklemektedirler. Ancak beklentilerinin
belirsizligi veya hastalik ve olimle ilgili konularin belirsiz bir dogaya sahip olmasi nedeniyle
beklentileri karsilanmamakta veya karsilansa bile yalnizca gegici olmaktadir. Sonug olarak,
katilimcilarin  ¢ogu, doktorlar tarafindan anlasiimadiklarindan ve yeterince 06zen

gosterilmediklerinden sikayet etmektedirler.

Aslinda, zaman zaman katilimcilarin doktorlardan beklentileri olarak dile getirdikleri seyler
daha yakin iligki kurulan birisinden beklenecek tirden seyler olmustur. Gérismeler sirasinda
bazi katiimcilar -arastirmaci da dahil olmak lGizere- saglik profesyonellerinden bu tir taleplerini
ifade etmislerdir. Ornegin bir katihmci, arastirmaciya kendisini doktora gétiirmesi ve kendisi
adina yasadigi saglik sorunlarini agiklamasi konusunda bir talepte bulunmustur. Bu sekilde,

doktorlar tarafindan daha iyi anlasilacadini disindiuguini belirtmistir.

Gorismeler sirasinda bazi katihmcilarin kaygilarini ve saglik sorunlarini yansitmak igin
kullanildiklar! ifade stilleri bir baska 6nemli noktayr ortaya koymustur. Bazi katilimcilar,
yasadiklari sikintilarini aktarirken “inan abartiyor diye diisiinme”, “inan ki”, “Gergekten” gibi
ifadeler kullanmiglardir. Bir kelimeyi tekrar tekrar séylemek de bu iletisim tarziyla ilgili oldugu
distnilen bir baska ifade tarzi olmustur. Bu tip s6zlu ifadelere ek olarak, bir katilimcinin
gbriisme odasindaki davranigsal gosterimleri dikkat gekici olarak degerlendirilmistir. Ornegin,
bu katilimci gérigsme sirasinda ayaga kalkmis ve aci ¢ekerken nasil yerinde duramadigini
gOstermek igin odada gezinmistir. Bu iletisim tarzinin amacinin, semptomlarinin dogrulugunu
vurgulamak, karsilarindaki kisiyi onlarla yasamanin ne kadar zor olduguna ikna etmek ve
onlara bir ¢agri yapmak oldugu dusundlmustir. Doktorlar da saglik kaygisi yasayan bu
bireylerin, kendilerinde neyin yanlis oldugunu anlamak igin ¢agrida bulunduklari kisilerin

basindaymis gibi gérinmektedir.

3.2.4. Her Serde Bir Hayir Vardir: Hasta Olmanin/Hasta Hissetmenin Faydalari

Katilmcilarin hemen hepsi hasta olmanin ya da hasta hissetmenin beraberinde getirdigi
olumsuzluklar olmasina ragmen olumlu taraflarindan bahsetmislerdir. Bazi kazanimlar

katilimcilar tarafindan agikga vurgulanirken, bazi kazanimlarsa katihmcilarin ifadelerinden
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cikarim vyapilarak elde edilmistir. ik gdzlenen kazanim hastalik ya da hasta hissetme
nedeniyle baskalarindan ilgi veya bakim almak olmustur. Bakim ve ilginin kaynagi; kisilerin

cocuklari, ebeveynleri, partnerleri veya doktorlar olabilmektedir.

Gorugmelerde bazi katilimcilar saglk kaygilarinin, iliskilerinde veya iglerinde bir sorun
yasadiklarinda ortaya ciktigini ve yasadiklar sorunlari ortadan kalktiktan hemen sonra
saglik durumlarinin ilging bir sekilde diizeldigini belirtmiglerdir. Katilimcilarin bu tir ifadeleri
arastirmacinin saglik kaygisindaki bu artisin nedenleri ve iglevlerinin neler olabilecegi
hakkinda disinmesini saglamistir. Bu bakimdan saglik kaygisinin, diger yasam zorluklariyla

basa ¢cikma mekanizmasi olabilecegdi disiniimstir.

Hasta olmanin ya da hasta hissetmenin bir baska getirisi de sorumluluklarin ve énceliklerin
yeniden dlizenlenmesi ve sadliga her seyden daha yiksek bir 6ncelik verilmesi olarak ortaya
cikmistir. Sonug olarak, katilimcilarin 6z bakimlarinda, kendilerini kabul etmelerinde ve
kendilerine verdikleri degerde bir artis olmus, sugluluk duygularinda ise bir azalma
gerceklesmistir.

BOLUM 4

TARTISMA

Bu calismanin amaci, ayni zamanda hipokondriyak olarak da bilinen saglk kaygisi
olan bireylerin; sikayetlerini, saglik sorunlari ile ilgili deneyimlerinin ne oldugunu ve
saglik hizmeti veren profesyonelleriyle ve yakin iliski kurduklari Kigilerle nasil
etkilesime girdiklerini anlamaya c¢alismaktir. Bu amagla, saglik kaygisi yuksek olan
kisiler ile gortsulmis ve goérismelerin desifre metinleri yorumlayici fenomenolojik
analiz yontemiyle analiz edilmistir. Sonug olarak ortaya ¢ikan dort tema asagida
tartisiimigtir.

4.1. Saghk Kaygisina Yapilan Nedensel Atiflar: Halledilmemis Bir Mesele Olarak
Kayip

Saglik kaygisinin ortaya ¢ikmasiyla ilgili olarak, katihmcilar kaygili olmaya yatkin olduklarini,

ebeveynlerinden en az birinin kaygili oldugunu ve sagliklarina odaklanmalarina neden olan bir
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olay yasadiklarini ifade etmislerdir. Katilimcilar, saglik kaygilarinin olmasini bunlardan
yalnizca birisiyle agiklamak yerine, bu etmenlerin bir araya gelmesiyle aciklamiglardir. Bu
durum, psikiyatrik bozukluklarin temelinde yatkinligin ve stresli bir deneyim yasamanin bir
araya gelerek birikmesinin ya da bir arada bulunusunun oldugunu ileri stiren stres-yatkinlik

modelini destekliyor gibi gérinmektedir (Russo, Vitaliano, Brewer, Katon, ve Becker, 1995).

Neredeyse tim katiimcilar, ebeveynlerinden en az birisini kaygili bir insan olarak
tanimlamiglardir. Bu bulgu, ¢cocuklarin ebeveynleriyle yasadiklari deneyimlere dayanarak iligki
temsiliyetleri olusturduklarini éne slren baglanma kuraminin bakis agisina uymaktadir
(Bowlby, 1969). Kaygili ebeveyn- kaygili cocuk oriintlisti baska bir bakis agisindan daha ele
alinabilir. Soyle ki; bu 6rintl, Wahl'in (1963) fiziksel sikayetleri ve hastaliklar tzerine fazlaca
konusan ebeveynlere sahip olan g¢ocuklarin ebeveynleriyle 6zdesim kurmalari olarak ifade
ettigi mekanizmayla da agiklanabilmektedir. Katilimcilarin ifadelerine bakildiginda, ailedeki
kaygih bir ebeveynin ¢ocuklar tzerinde iki zit etkisinin oldugu goértlmektedir: Cok kaygih bir
¢ocuk veya ¢ok duyarsiz bir gocuk. Katilimcilara kardeslerinin saglikla ilgili konularda nasil
davrandiklari soruldugunda, kiz kardeslerinin ya da erkek kardeslerinin ya cok kaygili
olduklarini (6zellikle saglik konusunda olmasalar bile) ya da hastaliklarla ilgili olarak hi¢ kaygi
duymadiklarini sdylemislerdir. Kaygili bir ebeveynin kaygili olmayan hatta umursamaz
derecesinde rahat olarak tarif edilen c¢ocuklarinin olmasini, karsit tepki olusturma
mekanizmasiyla agiklamak mimkin olabilir. Kargi fobiye benzer bir igleyis sekliyle, kayitsiz

tavrin, kaygiya karsi bir gesit savunma mekanizmasi olabilecegi disinulmektedir.

Ayrica, ¢alismanin sonug bélimunde agiklandigi gibi, katiimcilarin saglik kaygilarinin ortaya
cikisiyla ilgili olarak sdyledikleri, semptomlarinin kayipla ilgili ¢6zilmemis meselelerle ilgili
olduguna isaret etmektedir. Kaybin bir boyutunu “yasamini kaybetmek” olusturmaktadir.
Bircok katilimci hastaligi 6lumle eslestirdigini sdylemis ve hatta bazi katilimcilar 6lum
kaygilarinin saglik kaygilarindan daha &nce ortaya c¢iktigini belirtmigtir. Literatdr,
hastaliklardan korkma ile 6lim korkusu arasinda bir bag oldugunu desteklemektedir. Ornegin,
bir meta-analiz ¢alismasi, 6lim kaygisi ve hipokondriya arasinda pozitif bir iliski oldugunu
g6stermistir (Stegge, Tak, Rosmalen, ve Voshaar, 2018). Olim korkusu; terér yénetimi kurami
ya da bilissel-davranisgi kuram gibi gesitli yaklagsimlar tarafindan hipokondrinin gelisiminin,
seyrinin ve devamliliginin altinda yatan temel bir korku olarak tartisiimaktadir (Arndt,
Routledge, Cox, ve Goldenberg, 2005; Furer ve Walker, 2008; Strachan ve ark., 2007). Bazi
katilimcilarin saglik kaygilari; meme, yumurtalik veya genital bdlge gibi Greme alanlarina
odaklanmistir. insanlarin dliimleriyle yiizlesmelerini saglayan sembolik 6limsiizligl elde
etmenin bir yolu olan biyolojik mod, bir kisinin Greme yoluyla neslinin devamhhigini saglayarak
Olimuyle basa ¢ikma durumunu tanimlamaktadir (Florian ve Mikulincer, 1998). Dolayisiyla
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katilimcilarin kaygilarinin bu alanlara odaklanmis olmasini, 6lim fikriyle basa c¢ikmanin
zorluguyla ve ayni zamanda da sembolik 6limsizIiglu saglayan biyolojik modun zarar

gorecegi dusuncesiyle ilgili olarak disliinmek mumkundur.

Kayip yalnizca yasamin ve saghgin kaybi alanlarini icermez. Kayip ayrica ayrisma
meseleleriyle de iligkili gérinmektedir. Katihmcilar igin hastaligin ve saghgini kaybetmenin ne
anlama geldigine bakildiginda hasta olmanin; gucun, itibarin, bagimsizligin, yasamin ve
sevilen kisilerin kaybi ile iliskilendirildigi ortaya c¢ikmustir. Katihmcilar saglik kaygilarini
anlatirken, hastalik korkusu, 6lim korkusu ve ayrisma korkusu i¢ ice gegmis bir sekildedir.
Katihmcilarin ifadelerini géz onilne alarak, bir kisinin yasamini, saghdini veya iligkisini
kaybetme korkusunun olmasini; 6lim, hastalik veya ayrilikla ilgili olarak kayipla nasil basa
cikacagini bilememesinin bir yansimasi olarak dislinmek muidmkindur. Freud’a goére 6lim
korkusu, tehlikeyle basa ¢ikamama duygusundan ve koruyucu hi¢ bir kuvvetin olmamasindan
kaynaklanmakta; bu nedenle bedensel egonun butlinligu tehdit altinda bulunmaktadir (Wilton,

2003). Calismanin konuya iliskin bulgulari Freud’un bu gértstini destekler niteliktedir.

4.2. Semptomun Girbadina Siiriiklenmek ve Deneyimlerini Adlandirmasi ve Belirsizligi

Ortadan Kaldirmasi i¢in Bir Uzmana Yapilan Sonsuz Gagri

Katihmcilarin saglik sektortyle ilgili bir kariyer secmis olmalari, saglik kaygilari etrafinda
sekillenen duslince ve davraniglar, saghk kaygisinin bu Kigilerin yasamlarindaki merkezi
konumunu goéstermektedir. Saglik kaygisi ile bu tirden bir mesguliyet, bircok farkl teorik
yaklasimda hipokondriyanin énemli bir 6zelligi olarak vurgulanmaktadir; hatta bu 6zellige
hipokondriyanin tanimi icerisinde yer verilmektedir (Baur, 1989). Katilimcilarin ifadeleri,
semptomun daha da igine girmenin en dnemli nedeninin bunun zerinde kontrol etme ¢abasi
olduguna isaret etmektedir. Semptomlar ve hastaliklarin tedavisi hakkinda bilgi sahibi olmak,
hastaliklari 6nlemek icin saghda dikkat etmek, gelecekte meydana gelebilecek kot seyler
Uzerinde dusinmek ve bunu yaparak olasi kétl seyler icin 6nceden hazirlik yapmak ve bir
hastalik durumunda doktorlarin yardim edebilecegi sekilde hastanelere yakin olmak bu kontrol

altina alma gabasinin 6nemli bilesenlerini olusturmaktadir.

Bununla birlikte, katihmcilar semptomlari hakkinda daha fazla bilgiye sahip olmanin ve saglik
durumlarini kontrol etmeye galismanin kendileri Uzerinde iki yonli bir etkisinin oldugunu
belirtmislerdir: Kaygi azaltici ve kaygi artirici etki. Saglk kaygisi yasayan bireylerin bu
semptomlarinin daha da i¢ine girmelerinin nedenlerinden biri, bu kaygilarindan aldiklari zevk
olabilir. Saghk kaygih kisinin bilingli veya biling digi olarak, saglikla ilgili meslek se¢iminden
veya sagdlikla ilgili rutinlerinden zevk aldid1 bir nokta bulundugu gorilmektedir.
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Wahl (1963), saglik kaygisi olan bireylerin hasta olmaktan zevk aldiklari izlenimi verdiklerini,
¢uinkl cogu zaman kendilerine verilen tedavilere karsi tepkisel olduklarini ve yapilan psikolojik
ve fizyolojik agiklamalarin kaygilarini da artirdigini séylemistir. Katilimcilar gértismelerde
doktorlar tarafindan kendilerine yapilan agiklamalara nasil tepki verdiklerini ve verilen
tedavilere ne derece uyum sagladiklarini anlatirken doktorla kurduklari iliskiye vurgu
yapmiglardir. Katihmcilar, tedavi eger bilgisine guvenilmeyen bir doktordan geldiyse,
uygulanan tedavilerin higbir etkisinin olmadidini hatta yan etkileri oldugunu veya &nerilen
tedaviye hi¢ uymadiklarini ve bagka bir doktor arayisina girdiklerini dile getirmiglerdir. Benzer
sekilde, tani glvenmedikleri bir doktor tarafindan kendilerine konulduysa, kanser gibi,
saglklari hakkinda ciddi kaygi duymalarina neden olan bir tani konulmadik¢a onun
dogruluguna inanmakta zorluk gekmektedirler. Bununla birlikte, tani ve tedavi glivenebildikleri
bir doktordan gelse bile, katilimcilarin bir sureligine rahatlama hissettikleri ancak sonrasinda
bedensel sikayetlerinin baska sekillerde devam ettigi g6zlemlenmistir. Bu nedenle, kaygi
hissetme veya rahatlama hissinin sureleri dedisse de, her katihmci bir dénglden
bahsetmektedir. Katilimcilar bedenlerinde yasadiklari deneyimleri bir sekilde anlamalarina
yardimci olacak bilgiler aramaktadirlar ve bu temel olarak bu kisiler igin bir teshis almak olarak
ortaya ¢ikmaktadir. Bu noktada, teshisi Lacanyen anlamda “nesne a” olarak distinmek
muUmkudndar. Her ne kadar Kisi, o “nesnenin” aradigi sey olduguna ve buldugunda kendisini
tam hissedecegine inansa da, “nesne a” dogasi geredi surekli kisiden kagan bir seydir
(Burgess, 2017). Yukarida agiklandidi gibi, katilimcilar bir tani aldiklarinda ancak kisa bir sire
icin rahatliyor veya o taninin dogru olmadigini hissediyorlar gibi gérinmektedir. Teshis
konulmasinin rahatlatici etkisinin kisa sureli olmasi ve teshinin yanhghg hakkindaki

disunceler, saglik kaygisi olan kigiler icin teshisin “nesne a” olabilecedi fikrini destelemektedir.

Katilimcilarin ¢gogu bir tani aldiklarinda ve o taninin dogruluguna inandiklarinda, ilk basta bu
“‘gercek” durumla nasil basa c¢ikacaklarina odaklandiklarindan dolayr  kaygi
hissetmediklerinden s6z etmislerdir. Ancak konulan taninin yanlis oldugunu &égrendikten
sonra, aldiklari tani ile ilgili tedavi gérmeye basladiktan sonra veya bagka bir bedensel sikayet
yasadiktan sonra kaygilarinin yeniden ortaya ¢iktigi gértlmustir. Bu durum, kayginin beklenti
ile yakindan ilgili oldugu dusuncesini érneklendirmektedir (Freud, 1926). Zaman zaman bazi
katilimcilar yasadiklari 6nemli olaylara sakince tepki verebildiklerini ve bunu hem kendilerinin
hem de yakinlarinin sasirtici buldugunu belirtmiglerdir. Bunlar, 6znenin imgesel kastrasyon ile
surekli tehdit edilmesi nedeniyle kayginin egodaki imgesel yapiyla iligkili oldudu fikrini
desteklemektedir (Burgess, 2017).

Zevki aci olarak deneyimlemek, 6znenin semptomlarindan biling disi olarak zevk almasi ve
ayni zamanda Freud tarafindan hastaliktan elde edilen birincil kazanim olarak agiklanan
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paradoksal duruma isaret etmektedir (Evans, 1996). Katihmcilarin ilk 6nce kaygiyi azaltmaya
yonelik olarak goriinen ancak kaygiyi artiran disinceler ve davraniglar icerisinde bulunmalari,
biling digI olarak semptomlarindan zevk aliyor olmalariyla iligkilendirilebilir. Bu ¢alismada, bu
tur bir zevkin biling disi olmasi nedeniyle katihmcilara dogrudan bir soru sorulamamis ancak
katilimcilarin gérismelerde anlattiklari dikkate alarak bu konuda ¢ikarimlar yapilmistir. Her
seyden Once, zevkin kaynadi hasta olmanin kendisi degil, hastalikla iliskilendirilen seyler
olarak dustinilmistir. Ote yandan katiimcilar hasta olmakla ilgili endigelerini dile getirirken
bir yandan hastalidi baskalarinin bakimina bagimli oimakla ve kendi kendilerine yetememe ile
iliskilendirdiklerini; ancak bir taraftan da bedensel sikayetleri ve kaygi hisleri nedeniyle
etraflarindaki kisilerden nasil bakim ve destek aldiklarini agiklamiglardir. Semptomlarin es
zamanli olarak bagiml olmaya ydnelik hem korku hem de arzuyu blinyesinde barindirmasi ya
da en azindan yalniz kalmaya karsi biling disi olarak koruyucu bir mekanizmasinin olmasi
dolayisiyla, katilimcilarin hem bu semptomlarindan sikayegi olup hem de bu semptomlari
istemsiz bir sekilde besliyor olmalari mimkuandur. Katilimcilar, ciddi bakim gerektiren kanser
gibi kronik hastaliklar konusunda daha fazla kaygi duyup ayni zamanda da surekli bu tir
hastaliklara sahip olduklarini “hayal” etmektedirler. Bu, bu tir hastaliklarin hem korkulan hem
de istemeden arzu edilen seyler oldugunun bir isareti olarak kabul edilebilir. Ayrica,
katihmcilarin gogu, semptomlari nedeniyle kendilerini doktora gétliren birisinin oldugundan
veya yalniz kalmadiklari veya vyalniz olmak istemedikleri bir durumda olduklarindan
bahsetmektedirler. Katimcilarin en blylk korkularindan birinin iglevselliklerini kaybetme ve
¢alisamama gibi nedenlerle birine bagimli kalmak oldugu disutnildiginde, bagimh olma
korkusunun, kendilerini hissettikleri anksiyete veya bedensel sikayetlerle bagkalarina

baglamalarinin es zamanli bir sekilde var oldugu séylenebilir.

Katihmcilarin, ayni zamanda bir ruh sagligi uzmani olarak etkilesime girilen arastirmaci ile
konusurken, “inan abartiyor diye diisiinme”, “inan ki”, “Gergekten” gibi ifadeler kullanmis
olmalar dikkat ¢ceken bir nokta olmustur. Bu ifadeler, katilimcilarin yasadiklari zorluklara
karsidaki kisinin (karsidaki kisi herhangi bir saghk uzmani olabilir) dikkatini gekmek igin
gOsterilen bir gaba olarak degerlendirilmistir. Katilimcilarin bu iletisim tarzi, Lacanyen bakis
acisina gore analizanin analisti var kilabilmek i¢in yaptig1 ¢cagriya benzer olarak, saglik hizmeti
veren profesyonelleri kendi yasadiklari siireglere dahil edebilmek adina yapilan bir gagri olarak
disunulmustir (Nasio, 1998).

Bir kesinlige ulasmak yerine soru sorma amaci tasiyan hipokondriya, ayni zamanda agk/sevgi

talebinde bulunmakla da iligskilendirilen bir semptomdur. Bu nedenle, ask iligkisi icerisindeki bir

kisinin hipokondriyak kaygilarinda bir artis olmasi beklenir, ancak genellikle bunun tam tersi

ile karsilagiimaktadir: Kisi bir ask iliskisi icerisinde olmadiginda sikayetleri artmaktadir (Leader,
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2004). Katilimcilarin romantik iliskileri ile hipokondriyak sikayetleri arasindaki iliski géz 6niine
alindiginda, hem bir iliskisi icinde olan hem de bir iligki icinde olmayanlar icin hipokondriyak
kaygilarin var oldugu gortlmektedir. Evli katihmcilar genellikle eslerinin kendilerinin bedensel
sikayetleriyle yeterince ilgilenmediklerini ifade etmislerdir. Bedensel sikayetlerin ask igin bir
talep oldugu goérist g6z éniinde bulunduruldugu durumda, bu iligkinin kisi icin ne kadar tatmin
edici oldugunun bedensel sikayetlerin artmasi veya azalmasi Uzerinde ¢ok etkili bir rol
oynadidi sdylenebilir. Diger bir ifadeyle, bir insanin romantik bir iliski icinde olup olmamasi tek
basina bir anlam ifade etmiyor gibi goérinmektedir. Partnerlerinden herhangi bir sikayeti
olmayan katihmcilarin bedensel sikayetlerinin surekliligi ise, asadidaki “hasta olmanin /
hissetmenin faydalar” boéliminde acgiklandigi gibi bedensel sikayetlerden alinan ilginin

surekliligini saglamakla ilgili olabilir.

4.3. Her Serde Bir Hayir Vardir: Hasta Olmanin/Hasta Hissetmenin Faydalari

Stuart ve Noyes (1999) cocuklukta kaygili baglanma stiline sahip olmak ile yetigkinlikte
somatik belirtilerin olmasini iliskilendirerek; ¢ocugun art arda hastalandigi bir durumda,
kendisine bakim veren Kkiginin ihtiyaclarina cevap vermemesinin yetigkinlikteki saglik
davraniglari Uzerinde bir sonucu olabilecegini sdylemislerdir. Yetiskinlikteki somatizasyonu,
dolayli olarak glvenlik hissini geri kazanmanin bir pargasi olarak kargidaki kisiden ilgi almaya
calismak olarak acgiklamiglardir. Ancak Stuart ve Noyes’in aksine ¢odu katihmci, kaygili
ebeveynlerinin cocukken (ve gogu zaman da simdiki zamanda da) kendilerinin izerlerine ne
kadar dustiginden s6z etmiglerdir. Ayrica, ¢alismanin bu bulgusu hipokondri Uzerine
yurGtilen nitel bir galismanin bulgularindan da farklilasmistir. Papis (2015), ¢alismasindaki
katihmcilarin duygusal ihtiyaglarinin ebeveynleri tarafindan karsilanmadigini bulmustur ancak
simdiki calismada yer alan katiimcilar bunun aksine isaret etmislerdir. Bu nedenle
somatizasyonun ortaya ¢ikmasi ve surekliligi icin énemli faktdrlerden birinin, kisinin hasta
oldugunda ilgi ve bakim alamamasi olmadidi, tam tersine bedensel sikayetlerin sonugta ilgi ve

bakim getirmesi oldugu sonucuna varilabilir.

Saglik kaygisinin bir baska faydasi, kisinin hayatindaki diger problemlerle bas etmesinin bir
yolu olmasi olarak ortaya ¢ikmistir. Bu durum asina olunan, tanidik semptomlarin, yani bu
durumda somatik semptomlarin ve bu semptomlar ile igili hissedilen kayginin, kiginin nasil

basa ¢ikacagini bilmedigi diger durumlardan daha fazla tercih etmesiyle agiklanabilir.

Kirmayer ve Young’un (1998) makalelerinde belirttikleri gibi, somatizasyon bazi 6zellikleri ve

yayginhgi kiltirden kiltire degisse de tek bir kiltlire 6zgu degildir; aksine, diinya ¢apinda

duygusal bir sikintiyi, Gztntlyu ifade etmenin en yaygin yoludur. Somatik belirtilerin kendilerini
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psikolojik olarak iyi hissetmedikleri zaman arttigini séyleyen katihmcilar da bu bilgiyi
dogrulamaktadir. Kirmayer ve Young (1998), hastalikla ve iyilesme ile ilgili kullanilan dilin, nasil
bir tibbi gelenek igerisinde kullanildigina badl oldugunu séylemiglerdir. Bazi goérismelerde
katihmcilar somatik sikayetlerini veya kaygilarini ifade etmek igin “rahatsizlik” kelimesini
kullanmayi tercih etmiglerdir. Tirkgcede, bu kelimenin ilk anlami rahatsiz olma durumu,
tedrginlik iken, ikinci anlami hastaliktir. Bu nedenle, Tirkge'deki “rahatsizlik” kelimesi bir
sekilde psikolojik sikintiyi igerisinde barindirmaktadir. Turkge'de fiziksel problemlerle psikolojik
problemler arasindaki iligki kelimelerin anlamlarina yansimis durumdadir. Freud fiziksel
belirtilerin ego tarafindan kendisini dis tehditlerden korumak ve rahatlamak amaciyla meydana
getirildigini iddia etmektedir ve onun bu distincesi fiziksel problemlerle psikolojik problemler

arasindaki iligkinin bir agiklamasi olabilir (Sata ve Munday, 2017).

Katilimcilarin agiklamalari, saglikla ilgili sorunlarin yaganmasinin bir sonucu olarak,
onceliklerinin nasil degistigini ve saglik konusunun nasil diger her seyi golgede biraktigini
go6stermistir. Bu Segall'in (1976) anlattiklariyla tutarli bulunmustur. Ona gore, insanlar hasta
olduklarini disunduiklerinde ve hastalik rolini benimsediklerinde, glndelik faaliyetlerinden
muaf olma hakkina sahip olmaktadirlar. Katilimcilarin 6z bakimlarinin, kendilerini kabullerinin
ve kendilerine verdigi degerin artmasi, sagliklarini her seyin Gzerinde tutmanin sonucu olarak
go6zlemlenmistir. Bu, ben merkezli olmanin hipokondriyak semptomlari olan bireyler tarafindan
paylasilan bir 6zellik oldugu fikri ile de tutarlidir (Fenichel, 2005). Katilimcilarin sosyoekonomik
seviyelerinin, hastaligin ne gibi sorumluluklardan muaf tuttugu konusunda bir fark yarattig
gorulmastir. Egitim dizeyi ve ekonomik durumu goéreceli olarak disuk olan katilimcilar igin
hasta olmak veya hasta hissetmek ev isi yapmama konusundaki sorumluluklarini azaltirken,
sosyoekonomik durumu yiksek katilimcilar i¢in hastalik, akademik sorumluluklar agisindan
daha fazla rahatlik saglamistir. Ayrica, hastalik nedeniyle basarisiz olunan seylerle ilgili
hissedilen sorumluluklardan kurtulunmasi, sugluluk duygularinin azalmasina neden olmustur.
Literattre gore, sikintiyr duygusal zorluklar yerine somatik nedenlere atfetmek, kisiyi kontrol
kaybi hissetmekten ve psikiyatrik tanilarin benlik saygisi Uzerindeki olumsuz etkilerinden
korumaktadir (Kirmayer ve Young, 1998). Bu, katilimcilarin sugluluk duygularindaki azalmanin
bir agiklamasi olabilir. Sonug¢ olarak, sorunlari bedensellestirmenin kisi icin koruyucu bazi
etkilerinin oldugu dusunulerek, kisilere problemlerinin kaynaginin psikolojik oldugunu
gbsterme cabalarinin fayda-zarar dengesini g6z 6nunde bulundurmasi gerektigi ortaya

cikmaktadir.
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4.4. Dért Temanin Birbirleriyle iligkisi

Her ne kadar hipokondriya hakkinda bir model Gretmek bu g¢alismanin amaci olmasa da,
bulunan dért tema ve bu temalarin birbirleriyle olan iliskileri, diger nitel ve nicel arastirma
yontemleriyle daha fazla arastirilmasi gereken gegici bir model ortaya koymustur. Goriisme
sonuclarindan elde edilen bulgularn su sekilde 6zetlemek mimkundir: Saglik kaygisi, bir
insanin  kayiplarla basa c¢ikamamasi neticesinde kendisine etrafinda kendisini
orgutleyebilecedi bir sey saglar. Daha sonra saglik kaygisi olan kisi, bu kayginin hem
devamliligini saglayan hem de onu yok etmeye yonelik birtakim eylemler gerceklestirir. Hasta
olmakla ilgili kaygilanmanin ya da hasta hissetmenin biling digi getirileri ve kisinin farkinda

oldugu faydalari tim bu eylemleri kapsayacak sekilde merkezdedir.

4.5. Genel Tartisma

Hipokondriyak semptomlarin siniflandiriimasi tartismali bir konudur. DSM-V'de, hipokondriya
yerine, iki yeni tani kategorisi eklenmistir. Bedensel belirti bozuklugu ve hastalik kaygisi
bozuklugu olmak lzere bu iki kategoriyi olusturmanin mantidi; bedensel semptomlari, fiziksel
semptomlari olmadan hastalik konusunda kaygi hissetmekten ayirt etmeye dayaniyordu
(APA, 2013). Gorismelerde bdylesi bir ayrimin sorunlu oldugunu gosteren bir bigcimde, bu iki
“ayirt edici” kategori i¢ ice gecmis bir haldedir. Katiimcilarin gogunda, doktorlar tarafindan
teshis edilen ya da bazen de doktorlarin tani koymadigi ancak kisiler tarafindan hissedilen bas
agrilari, gesitli agrilar veya yaralar gibi bedensel sikayetlerin oldugu gorilmastir. Ayrica, DSM
tarafindan tanilari siniflandirmak igin benimsenen “steril” yaklagim, saglik kaygisi olan
bireylerin panik bozukluk ve takinti gibi diger bazi kategorilerle de yiiksek es zamanlilik

(komorbidite) gdsterdigi dustnuldiginde sorunlu bir hal almaktadir.

Calismanin amagclarindan biri, saglik kaygilari olan bireylerin bedenlerini nasil algiladiklarini
anlamak olarak belirlenmistir. Katilimcilarin bedenleri hakkindaki acgiklamalari, temalari
netlestirmek amaciyla verilen alintilarda zaman zaman yer almaktadir; ancak bu agiklamalar
yeterince gugli bir tema olarak ortaya ¢gikmadigi igin ayri bir tema olusturulamamistir. Bunun
bir nedeni, spesifik olarak soruimadik¢a katiimcilarin kendi bedenlerini nasil algiladiklari veya
bedenleriyle nasil iligki kurduklari hakkinda herhangi bir bilgi getirmemis olmalaridir. Ayrica,
“Bedeniniz sizin i¢in ne anlam ifade ediyor?” sorusu, katiimcilarin anlamakta ve cevap
vermekte en fazla zorluk gektigi soru olmustur. Yine de beden, saglk kaygisinin énemli bir
pargas! oldugundan, bunun hakkinda bir tartisma yapmak énemli olmaktadir. Her ne kadar
katilimcilar bedenlerini fiziksel bir bedeni tanimliyormus gibi tanimlamaya c¢aligsalar da,

ifadeleri bedenlerinden beklentileri olduguna ve bu beklentiler gerceklesmediginde hayal
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kirikligina ugradiklarina, bedenlerini korumalari gereken bir sey olarak goérdiklerine, bazen de
bedenlerini kontrol edilemez bir sey olarak algiladiklarina isaret etmektedir. Bedenin bu sekilde
tanimlanmasi, her katihmcinin bedenlerine kKigisel bir anlam verdigini sdylemeyi mimkin
kilmakta, bedenin Freud ve Lacan'in da 6nerdigi gibi yalnizca fiziksel bir varlik olmadigi fikrini
desteklemektedir (Burgoyne, 2004; Gessert, 2004).

Hastaligin ne anlama geldigini yorumlamalari agisindan katilimcinin cinsiyetinin bir fark
yaratmadigi gbzlemlenmemistir. Hastaliklari itibarin ya da islevselligin kaybiyla ve glgsizlikle
iliskilendirmek hem erkek hem de kadin katilimcilarin dile getirdikleri bir baglanti olmustur.
Cinsiyetler arasinda bdyle bir farkin olmamasinin nedeni, gériisme yapilan kadinlarin gogunun
yuksek egitim seviyesine ve bir kariyere sahip olmasi olabilir. Daha da énemlisi, kadinlik ya
da erkeklik, bir insanin biyolojik konumuna isaret etmek vyerine kendini nasil
konumlandirdigiyla ilgilidir (Stets ve Burke, 2000) ve cinsiyet kimligi, cinsiyetin kendisinden

daha etkili bir role sahip gériinmektedir.

4.6. Galismanin Giiglii Yonleri ve Sinirhliklari ve Bulgularin Klinik Agidan Onemi

Katilimcilar sahip olduklari hastaliklarla ya da hasta olmaya yénelik duyduklari kaygiyla ilgili
konusmakta zorlanmamisglar; hatta cogunlukla kendilerini tanitmalari istendiginde direk bu
konu lizerinden konusmaya baslamislardir. Oyle ki, bu durum saglik kaygisi olan kisilerin
hastaliklar Gzerinden konusarak iliski kurduklarinin ve aktarimlarinin bu anlamda hizlica
gelistiginin bir gostergesi olarak degerlendirilmistir. Katiimcilarin arastirmanin konusu
hakkinda konusmakta rahat olmasi, onlarla yalnizca tek bir gérisme yapilmis olmasinin
getirdigi dezavantajlari kismen ortadan kaldirmigtir. Yine de, ilk gériismenin katilimci
Uzerindeki etkisinin neler oldugunu gérebilmek, Uzerinde daha fazla konugsmanin gerekli
oldugu disunuilen konulari detaylandirmak, agirlikl olarak hastaliklar ¢cercevesinde
konusulan ilk gérisme sonrasinda katilimcilarin neler hakkinda daha fazla konugmak
isteyeceklerini gdzlemlemek adina en azindan ikinci bir gérisme yapilmamig olmasi

calismanin bir kisithh@i olarak degerlendirilmigtir.

Hipokondriyak sikayetleri olan kigiler, hem tip doktorlari hem de ruh sagligi calisanlari ile
siklikla kars1 karsiya gelmektedir. Doktorlarin bu kisilerin yalnizca fiziksel semptomlari
kismiyla ilgilendigini distinmek dogru olmayacaktir. Uzmanlar tarafindan yapilan fiziksel
hastalik-psikolojik bozukluk ayriminin, hipokondriyak sikayeti olan kisilerin gergekleriyle
uyusmadigdi gorilmektedir. Bu kisiler, sahip olduklarini distindukleri hastalidin fizyolojik bir
temeli olmasa bile varmig gibi deneyimlemektedirler. Katiimcilar doktorlardan beklentilerinin

neler oldugunu agiklarken doktorlarin bilgi diizeyine atif yapmis olsalar da, ayni zamanda
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doktorlarin kendilerini ne kadar anladiklari, empatik olup olmadiklari, kendisini gegistirip
gecistirmedikleri gibi iligkisel noktalara da vurgu yapmislardir. Ayrica goriismelerdeki
ifadelerden ortaya c¢ikan énemli bir nokta da katiimcilarin glivenmedikleri, iyi iligki
kuramadiklarini distindikleri doktorlarin verdigi tedaviyi uygulamamalari, uyguladiklarinda
ise tedavinin yan etkilerinden s6z etmeleri olmustur. Dolayisiyla bu ¢galisma doktor ve hasta
arasindaki iliskinin 6nemini gostererek, yalnizca ruh saghgi ¢alisanlari icin degil, saglk
kaygisi sikayeti olan kisilerle galisan her meslek elemani igin dnemli bulgulara isaret
etmektedir.

Buna ek olarak, hipokondriyak sikayetleri olan kKisilerle ¢alisilirken, katilimcilarin saglk
kaygilarinin ortaya gikisiyla iliskilendirerek anlattiklari kayip konusunda Uzerinde durmanin
onemi ortaya ¢ikmistir. Kaybin sembolize edilememis olmasinin hipokondriya igin dnemli
oldugu g6z 6nidnde bulunduruldugunda, kisilerin kayipla ilgili konugmalarina olanak
saglamanin somatizasyonu azaltacagdi dustnilmektedir. Calismanin kapsami geregi psikotik
yapida olan ve hipokondriyak sikayetlere sahip kisilerle gorisulmemistir. Dolayisiyla yalnizca
hipokondriyak semptomlarinin deliizyonel 6zelliklere sahip olmadigi kisiler icin bu sekilde bir

oneride bulunmak mimkanddr.

Son olarak, bu galisma, bedensel sikayetlerin psikolojik faktorlerle iligskisine dikkat cekme
girisiminin, cogu katihmcinin kendisinin bunu halihazirda ifade ettigi distnaldiginde,
higbir etkisi olmayan, gereksiz bir midahale olabilecedini gostermistir. Ayrica, katiimcilara
saglhik durumlari ile ilgili verilen bilgilerin rahatlatici etkisinin kisa vadeli oldugu ve “Bende
yanlig olan ne?” sorusunun dongusel bir sekilde devam ettigi géz éniine alindiginda,
tedavinin odaginin bedensel belirtilerin ciddi bir duruma isaret etmedigine dair bilgi
saglamak olmamasi édnemli bir bulgu olarak ortaya ¢ikmistir. Aslinda bu kisiler icin esas
olan bulmak degil aramanin kendisidir. Sonug olarak hipokondri hastalari ile ¢alisan
terapistler, hasta ile terapétik bir ittifak kurduktan sonra, bu kisilerin kendilerinde ne

oldugunu bilme isteklerinin surekliligini anlamalarina yardimci olmahdir.
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